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TRANSACTIONS 

OF  THE 

SEVENTH  ANNUAL  MEETING 

OF  THE 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND 
OTOLOGICAL  SOCIETY. 

HELD    IX    PHILADELPHIA,    PA.,    MAY   3T,   AND  JUNE   I    AND  2,    IO/X). 


ADDRESS  OF  THE  PRESIDENT. 

D.  BRADEN  KYLE,  M.D. 


Gentlemen  of  the  American  Laryngological,  Rhinological  and 
Otological  Society — 

In  this  progressive  age  the  investigating  mind  of  scientific 
workers  has  necessarily  increased  the  fields  of  observation.  Meth- 
ods of  investigation  have  undergone  transformation.  Conclusions 
and  generalizations  are  founded  on  facts  and  definite  lines  of 
thought.  It  is  this  stimulus  for  investigation  that  in  order  to  be- 
come highly  proficient  necessitates  close  application  to  one  subject. 
With  the  increasing  knowledge  in  medical  sciences  there  comes  a 
necessity  of  more  subdivisions  and  classifications,  although  special- 
ism is  in  no  wise  a  modern  innovation  in  medicine.  In  the  days  of 
Hippocrates  and  Galen  it  is  written :  "And  they  had  physicians 
for  the  heart,  for  the  lungs,  for  the  entrails,  for  the  stomach,  and 
for  various  parts  of  the  human  body." 

Specialism  is  looked  upon  by  many  as  a  one  line  in  medicine, 
not  even  a  double  track,  while  quite  the  contrary  is  true.  The  spe- 
cialist must  not  only  have  a  thorough  knowledge,  in  fact  an  exact 
knowledge,  of  his  subject,  and  in  order  to  have  that  knowledge  he 
must  have  a  thorough  knowledge  of  general  medicine. 

Whv  is  it  that  the  specialist  is  often  considered  narrow?    Be- 
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cause  often  he  is  allowed  only  to  treat  the  local  spot,  and  the  cor- 
rection of  the  general  health  of  the  patient  is  left  to  the  general 
practitioner,  when,  in  seven  cases  out  of  ten,  the  local  spot  is  de- 
pendent upon  some  systemic  condition. 

Specialism  should  not  mean  the  treating  of  only  a  part  of  the 
hody.  While  the  specialist  apparently  limits'  his  field  of  work  to 
certain  parts,  yet  the  disease  manifested  in  such  parts  is  not  nec- 
essarily local,  and  may  be  only  a  local  manifestation  of  a  systemic 
condition ;  then  the  specialist  who  does  not  take  into  consideration 
the  general  condition  of  his  patient  to  determine  its  possible  effect 
on  a  local  lesion  is  not  worthy  of  the  name — specialist.  He  is  a 
local  doctor. 

In  medicine  the  true  purpose  of  all  research  for  knowledge  is 
the  preservation  and  prolongation  of  life.  The  increased  interest 
taken  in  the  study  of  the  natural  and  physical  sciences  has  had  a 
most  valuable  indirect  influence  upon  the  medical  profession. 

The  tendency  of  the  medical  sciences  has  been  upward.  It 
must  necessarily  be,  for,  like  everything  in  Nature,  when  growth 
ceases  it  begins  to  die.  The  nearer  we  get  to  Nature  the  more 
scientific  we  become.  The  same  laws  of  chemistry  apply  equally  to 
the  clay  and  to  the  brain.  Specialism  has  made  most  rapid  prog- 
ress within  the  last  decade. 

In  order  to  bring  about  the  highest  perfection  in  medical  scien- 
ces it  requires  individual  efforts  of  individuals,  and  the  united  ef- 
forts of  all.  "He  who  thinks  he  can  do  without  the  world  deceives 
himself;  but  he  who  thinks  the  world  cannot  do  without  him  is 
still  more  in  error." 

Scientific  medicine  will  always  stand  against  any  ism,  pathy  or 
faith  cure. 

Investigation  must  and  will  go  on.  "The  discovery  of  truth  by 
slow,  progressive  meditation,  is  talent;  intuition  of  the  truth,  not 
preceded  by  perceptible  meditation,  is  genius."  "Some  never  think 
what  they  say;  others  never  say  what  they  think."  "Convictions 
which  remain  silent  are  never  sincere  nor  profound."  "Modesty 
is  sometimes  an  exalted  pride."  "To  judge  the  real  importance  of 
an  individual  one  should  think  of  the  effect  his  death  would  pro- 
duce." 

The  medical  profession  must  necessarily  be  opinionated; 
though  not  necessarily  self-opinionated  as  individual  members.  If 
such  were  not  the  case  we  would  be  compelled  to  accept  new  dog- 
mas for  more  established  fact,  or  we  would  be  considered  non- 
progressive. 
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Radicalism  and  conservatism  arc  necessary  to  any  great  re- 
form. Both  are  necessary  in  medicine,  and  yet  a  very  good 
maxim  ,  with  which  many  of  us  are  familiar,  is: 

Be  not  the  first  by  whom  the  new  is  tried  ; 
Nor  yet  the  last  to  lay  the  old  aside. 

In  politics  I  suppose  such  a  person  would  be  called  a  "middle- 
of-the-road"  man,  but  it  is  a  good  policy  to  pursue  in  medicine. 

It  is  pleasing  to  note  that  within  the  last  few  years  more  and 
more  attention  is  being  given  to  the  study  of  general  conditions 
with  local  manifestations.  If  the  specialist  is  not  thoroughly 
versed  in  every  branch  of  medicine  his  field  of  investigation  will 
be  limited,  and  the  otologist  will  consider  every  reflex  disturbance 
of  the  ear,  the  rhinologist  the  reflex  disturbance  of  the  nose,  and 
the  laryngologist  the  reflex  disturbance  of  the  larynx,  responsible 
for  many  ailments. 

Our  specialty  also  demands,  besides  this  general  knowledge  of 
medicine,  an  intimate  knowledge  of  associated  and  adjacent  struc- 
tures. How  many  catarrhal  conditions  of  the  pharynx  and  larynx 
are  dependent  upon  and  caused  by  a  similar  condition  in  the 
esophagus,  or  stomach? 

We  must  not  deal  with  the  throat,  nose  and  ear  in  a  mechanical 
way,  as  if  they  were  detached  organs,  but  must  take  into  general 
consideration  the  condition  of  the  individual.  This  then  involves  a 
thorough  knowledge  of  physiology,  pathology  and  applied  thera- 
peutics. 

One-sideism  in  medicine  is  not  limited  to  the  specialist.  While 
it  may  be  more  marked  in  that  line,  yet  we  do  have  the  specialist 
crank  in  the  general  practitioner's  ranks.  For  example,  some  gen- 
eral practitioners  want  to  explain  all  our  ailments  from  the  uric 
acid  standpoint,  while  others  believe  that  auto-infection  from  the 
intestinal  tract  is  the  primary  cause  of  all  our  diseases;  yet  it  is 
the  fanatic  who  starts  great  reforms. 

Geographical  pathology  plays  an  important  part  in  medicine 
and  the  meteorological  conditions  influencing  epidemics  is  unques- 
tionable. 

The  day  of  chemical  anatomy  and  chemical  pathology  is  not 
far  distant.  It  is  the  chemistry  of  the  secretions  and  the  chemistry 
of  the  blood  which  control,  in  a  great  measure,  the  action  and  re- 
action of  drugs.  It  is  a  well-known  fact  that  in  the  various  forms 
of  degeneration  it  is  the  chemistry,  physiological  or  pathological, 
which  controls  and  determines  the  variety  of  degeneration.    On  no 
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other  basis  can  we  explain  why  in  one  case  of  typhoid  fever  we 
nave  Zenker's  hyaline  degeneration  of  muscle  and  in  another  case 
we  have  fatty  degeneration.  So  important  do  I  consider  the  sub- 
ject of  chemical  pathology,  of  which  comparatively  little  is  now 
known,  that  ere  long  I  believe  it  will  take  as  important  a  place  in 
medical  teaching  as  pathological  anatomy  and  histology. 

The  United  States  offers  more  advantage  for  medical  educa- 
tion than  any  other  country  on  the  globe.  With  a  population  of 
about  70,000,000,  we  have  106  medical  schools,  with  different  regu- 
lations in  each  state.  Canada,  with  a  population  of  about  5,000,- 
000,  has  1 1  medical  schools.  Spain,  with  a  population  of  17,000,- 
000,  has  3  medical  schools.  Italy,  with  a  population  of  29,- 
000,000,  has  17  universities.  Great  Britain,  with  a  population  of 
38,000,000,  has  19  medical  schools,  10  of  which,  namely  the  univer- 
sities, confer  the  degree  of  doctor.  Belgium,  with  a  population  of 
over  5,000,000,  has  4  medical  schools.  France,  with  a  population 
of  36,000,000,  has  6  academies  conferring  degrees  ,and  16  prepara- 
tory medical  schools.  Denmark,  with  a  population  of  nearly  2,006,- 
000,  has  1  medical  school.  The  same  is  true  of  Norway,  with  her 
population  of  nearly  2,000,000.  Sweden,  with  a  population  of 
4,000,000,  has  2  universities  and  t  academy  with  power  to  confer 
the  degree  of  doctor  of  medicine.  Russia,  with  a  population  of  85,- 
000,000,  has  8  medical  schools.  The  Austro-Hungarian  empire, 
with  a  population  of  36,000,000,  has  6  medical  schools.  The  Ger- 
man empire,  with  a  population  of  41,000,000,  has  23  medical 
schools.  Many  of  the  foreign  countries  require  an  academic  de- 
gree before  registration  in  the  medical  school.  It  is  to  be  hoped 
that  in  cime  to  come  we  will  reach  that  degree  of  education  in  this 
country,  but  with  our  vast  territories  the  day  has  not  arrived  in 
which  we  can  demand  that  in  all  our  medical  schools,  otherwise 
we  would  deprive  many  talented  and  able  men  the  privilege  of 
studying  medicine.  It  is  not  always  the  man  with  the  most  titles 
after  his  name  who  is  the  most  competent  and  successful  practi- 
tioner. 

It  falls  to  the  duty  of  the  specialist  to  deal  with  the  after-ef- 
fects of  that  troublesome  disease,  epidemic  la  grippe.  During  the 
past  winter  I  saw  many  of  these  cases,  with  their  peculiar  symp- 
toms, which  excited  my  attention.  The  peculiar  infiltration  of  the 
mucous  membrane,  which  resisted  all  efforts  of  local  treatment, 
led  me  to  believe  that  during  the  attack  inflammatory  exudate 
which  occurred  during  the  acute  symptoms  of  the  disease  differed 
chemically  from  ordinary  inflammatorv  exudate. 
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While  epidemic  influenza,  or  la  grippe,  may  not  strictly  be 
classed  as  an  infectious  or  contagious  disease,  yet  my  observations 
convince  me  that  there  is  as  distinctive  a  pathological  alteration  of 
structure,  such  as  characterizes  diphtheria,  scarlet  fever,  or  any  of 
the  contagious  diseases.  These  alterations  vary  somewhat,  it  is 
true;  in  fact,  they  are  controlled  largely  by  the  age  and  general 
condition  of  the  individual ;  also  whether  there  has  been  any  pre- 
existing disease  of  the  structure  or  whether  the  membrane  was 
practically  normal  prior  to  the  attack.  This  latter  is  an  important 
factor,  although  age  does  not  seem  to  exert  much  influence  other 
than  the  general  condition  of  the  individual  would,  as  in  old  age  or 
in  the  young. 

As  you  are  aware,  numerous  bacteria,  I  believe  in  all  some 
twenty-eight,  have  been  described  as  the  exciting  etiological  fac- 
tor of  la  grippe.  PfeirTer's  bacillus  seems  generally  accepted,  and 
many  writers  consider  its  identity  sufficiently  established  as  to  war- 
rant its  classification  as  the  true  etiological  factor.  Be  this  as  it 
may.  it  has  a  curious  way  of  affecting  and  penetrating  certain  tis- 
sues, cavities  and  local  locations  of  the  mucous  membrane  which 
is  peculiar  to  itself. 

Quite  often  we  find  after  an  attack  of  influenza,  although  the 
patient  made  a  good  recovery,  that  he  complains  of  a  thickening  of 
his  mucous  membrane.  His  own  impression  is  that  it  ''feels  thick," 
and,  on  examination,  that  is  exactly  what  you  find.  It  is  not  an 
edematous  swelling,  but  it  seems  tough  and  infiltrated,  and  lacks  the* 
luster  and  life  of  a  normal  mucous  membrane.  From  examina- 
tion of  microscopic  sections  of  this  tissue,  I  believe  that  during  the 
inflammatory  attack  there  exudes  into  the  perivascular  tissue  a 
peculiar  albuminous  material  not  unlike  that  which  occurs  in  amy- 
loid disease,  and  that  this  material  is  manufactured  in  the  blood 
owing  to  some  chemical  change  brought  about  by  the  toxines  of 
the  bacteria,  and  that  this  material  is  deposited  in  the  tissue  as  an 
infiltrate.  Treatment  would  bear  out  this  fact,  as  in  the  majority 
of  cases  alteratives  are  productive  of  the  best  results. 

A  review  of  the  literature  of  diseases  of  the  nose,  throat 
and  ear  shows  that  while  not  a  great  deal  that  is  new  has 
been  brought  forward,  much  that  is  interesting  has  been 
published. 

Schadle,  Holmes  and  Cryer  have  added  much  to  our 
knowledge  on  the  subject  of  accessory  cavities,  and  their  re- 
lation to  the  nasal  and  post-nasal  spaces. 

From  an  etiological  standpoint  the  bacteriological  exam- 
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inations  of  secretions  from  sinus  lesions  still  give  rather  un- 
certain data,  various  bacteria  being  found  present.  Fried- 
lander's  pneumococcus,  the  bacillus  of  diphtheria,  the  diplo- 
coccus  lanceolatus  and  various  staphylococci  seem  to  be 
associated  germs.  The  important  relations  of  the  epidemics 
of  la  grippe  to  accessory  sinus  lesions  cannot  be  questioned. 
Pfeiffer's  bacillus,  which  is  accepted  by  some  as  the  etiological 
factor,  surely  must  have  a  predilection  for  the  accessory  cav- 
ities, for,  with  wonderful  rapidity  the  frontal  sinuses,  the 
ethmoid  cells,  and,  in  many  cases,  the  antrum,  are  involved ; 
aiso  the  Eustachian  tube  and  middle  ear ;  indeed,  mastoiditis 
develops  in  many  cases. 

Transillumination  of  the  various  accessory  sinuses  is  of 
the  greatest  importance,  and  in  this  line  during  the  past 
year  a  great  deal  has  been  written.  It  is  demonstrated  that 
transillumination  is  not  a  positive  means  of  diagnosis  in  all 
cases.  Irregularities  in  size  of  accessory  cavities,  inequality 
in  thickness  of  the  bony  walls  surrounding  these  cavities,  is 
the  important  factor  in  the  failure  of  transillumination. 

Gerber's  double  diaphanoscope  for  illuminating  the  frontal 
sinus  promises  to  be  a  valuable  aid  in  diagnosis. 

The  demonstration  of  the  important  relation  of  medicine 
to  dentistry,  which  is  being  shown  by  a  number  of  scientific 
articles,  is  a  long-neglected  field.  The  relation  of  the  facial 
contour  and  the  upper  arch  to  nasal  breathing  in  early  child- 
hood cannot  be  overestimated ;  in  fact,  it  is  the  nasal  breath- 
ing which  controls  the  regular  development  of  the  facial  bones 
and  especially  the  superior  maxilla.  A  thin  alveolar  process 
of  the  upper  jaw  from  lesions  of  the  teeth  may  cause,  by 
extension  of  inflammation,  by  continuity  of  structure,  lesions 
of  the  floor  of  the  nose  or  of  the  antrum,  or,  on  the  other 
hand,  deflections  of  the  septum  or  spurs  situated  close  to  the 
floor  of  the  nose,  by  the  inflammatory  action  set  up  in  the 
surrounding  structure  may  bring  about  inflammation  and 
diseased  conditions  of  the  teeth  in  the  direct  line  of  obstruc- 
tion. The  stomatologist  should  not  only  have  a  thorough 
knowledge  of  the  nasal  cavities  and  accessory  sinuses,  but 
also  of  general  medicine,  and,  indeed,  the  general  practitioner 
or  specialist'  should  have  a  more  thorough  knowledge  of 
stomatology. 

The  diseases  of  the  lateral  sinuses  are  all  recognized  much 
more  readily,  and  surgical  procedures  instituted. 
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Mosetig-Moorhof  gives  an  interesting  method  of  closure 
of  the  mastoid  cavity,  in  cases  in  which  there  has  been  great 
loss  of  bony  structure,  by  means  of  a  skin  flap. 

Ballance  also  gives  an  interesting  report  of  closure  of  the 
mastoid  cavity  by  means  of  epithelial  grafts. 

Mastoiditis  in  the  new-born  is  described  by  Bezold,  and 
is  known  as  Bezold's  mastoiditis. 

Bacteriological  investigation  has  been  largely  confirma- 
tory, nothing  new  of  importance  being  recorded,  and  the  fact 
remains  that  virulency  of  germs  within  the  nasal  cavities  is 
controlled  the  same  as  elsewhere,  dependent  upon  the  in- 
creased secretion  and  the  resistance  upon  the  part  of  the  in- 
dividual. My  own  investigations,  which  included  some  five 
hundred  laboratory  examinations,  while  in  direct  opposition 
to  the  findings  of  Thomson  and  Hewlett,  or  Wiirtz  and 
Lermoyez,  are  confirmatory  of  Park's  and  Wright's  investiga- 
tions, and  show  that  no  positive  deduction  can  be  made  in 
regard  to  the  relation  to  disease  of  bacteria  found  within  the 
nasal  passages.  • 

The  immediate  relation  of  the  streptococci  with  various 
other  bacteria,  showing  the  increased  virulence  owing  to  its 
presence,  has  been  demonstrated.  This  is  so  well  demon- 
strated and  so  clearly  proven  that  we  now  speak  of  a  strepto- 
coccal infection,  in  which  a  membrane  is  formed  in  the  throat, 
and  which  is  not  diphtheritic.  The  local  treatment  of  this 
condition  should  be  the  same  as  that  in  diphtheria,  nothing 
being  better  than  Loffler's  solution,  applied  twice  daily. 

Each  year  new  diseases  and  new  classifications  are 
brought  forth  ;  for  example,  Todd  has  seen  fit  to  apply  to 
the  excoriation  about  the  nasal  orifice,  in  diphtheria  and  scar- 
let fever,  the  term  "vestibular"  or  "anterior  rhinitis."  The 
name  itself  is  a  misnomer;  it  might  be  a  dermatitis,  but 
scarcely  a  rhinitis. 

The  medication  of  the  pharyngeal,  laryngeal,  tonsillar  and 
nasal  mucous  membranes  by  the  method  known  as  cata- 
phoresis  has  received  considerable  attention  within  the  past 
few  years.  My  own  experience  has  been  somewhat  limited, 
3-et  I  have  had  sufficient  to  convince  me  that  in  a  certain  class 
of  cases  this  therapeutic  agent  is  highly  beneficial. 

Kirstein's  autoscope  with  Thorner's  modification  offers 
some  advantage  as  to  the  examination  of  the  larynx,  although 
practically  the   same  view  may  be  obtained   by  placing  the 
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patient  on  a  table,  with  the  shoulders  brought  to  the  edge, 
and  the  head  allowed  to  hang-  down  over  the  table.  By  open- 
ing the  mouth  and  drawing  the  tongue  forward,  direct  inspec- 
tion of  the  larynx  can  be  made,  or,  if  the  patient  stand  still 
while  the  operation  is  sitting,  and  with  the  laryngoscope  placed 
directly  above  the  larynx,  against  the  soft  palate,  a  perfect 
view  of  the  larynx  will  be  obtained. 

Laryngeal  tumors,  especially  carcinoma,  have  in  a  number 
of  cases,  been  reported  during  the  past  year ;  it  is  not  that  the 
condition  is  any  more  frequent  than  before,  but  that  the 
operation  for  complete  and  partial  laryngectomy  has  become 
more  perfected.  The  method  employed  by  Dr.  W.  W.  Keen, 
in  which  the  patient  is  placed  in  the  Trendelenburg  position, 
is  surely  the  ideal  one. 

Marestin's  method  of  closing  transverse  wounds  of  the 
iarynx,  by  approximating  and  suturing  each  layer  of  the  tis- 
sue separately,  does  not  differ  from  the  method  proposed  and 
successfully  done  a  year  ago  by  Dr.  W.  W.  Keen,  of  this  city. 

Cube  has  introduced  a  new  instrument  for  the  application 
of  nitrate  of  silver,  in  substance,  into  the  larynx. 

The  treatment  of  diphtheria  seems  to  remain  the  same ; 
local  applications  of  Loffler's  solution,  the  administration  of 
the  anti-diphtheritic  serum  is  largely  accepted,  although  there 
arc  many  who  do  not  believe  in  the  serum  therapy.  The 
serum  therapy  of  tuberculosis  offers  nothing;  in  fact,  little 
is  now  written  on  the  subject. 

The  old  reliable  subject  of  adenoids,  best  anesthetic  to 
administer  in  their  removal,  etc.,  still  continues  to  hold  its 
place  in  medical  literature,  yet  the  operation  is  performed  as 
before,  and  there  is  practically  nothing  new  of  value.  The  best 
anesthetic  is  a  good  anesthetirjcr.  The  oxygen-chloroform  anes- 
thesia seems  to  be  about  as  safe  as  any,  placing  the  chloro- 
form in  any  ordinary  wash-bottle  of  the  oxygen-inhaler,  and 
passing  oxygen  through  it,  and  allowing  the  patient  to  inhale 
with  the  ordinary  mouth-piece.  It  seems  to  be  a  safe  and 
convenient  method,  and  very  little  chloroform  is  used. 

Under  anesthetics,  Poole  recommends  bet'a-eucain  for  a 
local  anesthetic  in  operations  on  the  nose  and  throat. 

Botey  reports  some  interesting  modifications  of  the  trache- 
otomy tube.  The  tube  is  intended  to  be  used  in  wounds,  and 
operations  on  the  trachea. 

The  subject  of  systemic  infection  through  the  tonsils  is 
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dealt  with  extensively,  in  an  article  by  Frederick  A.  Packard, 
of  Philadelphia.  The  subject  is  an  interesting  one,  and 
worthy  of  our  careful  attention. 

Labbe  calls  attention  to  tuberculosis  of  the  tonsils,  claim- 
ing that  in  many  cases  tuberculosis  of  the  pharynx  was  con- 
founded with  that  of  the  tonsils. 

The  lingual  tonsil,  which  has  sprung  into  prominence  in 
the  last  year  or  two,  still  occupies  considerable  space  in  med- 
ical literature,  and  many  lesions  hitherto  supposed  to  be 
located  in  the  larynx  and  pharynx  are  now  attributed  to  this 
offending  body. 

The  usefulness  of  suprarenal  extract  for  the  controlling  of 
hemorrhage  is  being  more  clearly  proven  every  day,  as  we  are 
learning  more  and  more  the  best  method  of  its  application 
and  the  indications  and  contraindications. 

Holger  Mygind  has  called  attention  to  the  treatment  of 
ozena  by  anti-diphtheritic  serum ;  this,  unfortunately,  is  a 
positive  statement,  as  the  treatment  refers  to  a  condition,  rather 
than  a  disease,  as  ozena  is  a  loosely  used  word.  It  is  possible 
to  theorize  as  to  what  anti-diphtheritic  serum  might  do  in  the 
treatment  of  ozena,  provided  that  ozena  was  due  to  some  in- 
fective lesion  of  the  nasal  cavity,  but  should  that  ozena  be  due 
to  necrosed  bone,  due  to  specific  lesion,  or  come  from  an  in- 
fected antrum,  where  a  decayed  tooth  has  penetrated  the 
antral  cavity,  I  fail  to  see  where  anti-diphtheritic  serum  would 
be  of  much  value ;  however,  in  a  certain  line  of  cases  Gougen- 
heim  and  Mygind  have  obtained  good  results  as  to  the  relief 
of  the  odor. 

The  old  subject  of  atrophic  rhinitis  always  offers  some- 
thing new.  The  application  of  a  powder  composed  of  citric 
acid,  25  parts,  and  sugar  of  milk,  75  parts,  is  highly  recom- 
mended by  Somers  for  the  relief  of  the  disagreeable  odor. 

The  subcutaneous  injection  of  cupric  chloride,  as  sug- 
gested by  Scheppegrell,  for  the  reduction  of  redundant  tis- 
sues, hyperplasias  and  benign  growths,  is  destined  to  play  an 
important  part  in  the  treatment  of  such  lesions  of  the  upper 
respiratory  tract. 

Vacher  reports  remarkable  success  in  the  treatment  of 
acute  and  chronic  suppurative  otitis,  by  the  use  of  a  4-per-cent. 
solution  of  formal,  applied  to  the  ear  by  means  of  a  syringe, 
followed  by  local  applications  of  a  5-per-cent.  solution  on 
cotton. 
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The  usefulness  of  the  ROntgen  ray  is  demonstrated  more 
clearly  from  day  to  day.  Not  only  is  it  useful  for  the  location 
of  fractures  and  foreign  bodies,  but  Wassmend  has  demon- 
strated its  value  in  determining  ossification  of  the  ossicles. 
The  dangers  attending  the  use  of  these  rays  are  also  being 
forced  upon  us. 

Operations  on  the  nasal  septum  still  continue  to  occupy 
an  important  place  in  the  province  of  nasal  surgery.  Various 
new  methods  have  been  set  forth,  and  old  methods  defended 
and  priority  claimed.  In  reality,  the  various  operations  are 
cnly  modffications  of  Adams'  original  operation.  Instruments 
and  devices  for  the  correction  of  irregularities  of  the  nasal 
septum  still  occupy  our  attention,  and  no  doubt  will  as  long  as 
irregularities  of  the  septum  exist.  At  present  the  method  of 
correction,  and  instruments  for  the  carrying  out  of  such 
method,  are  almost  as  numerous  as  the  varieties  of  deflection. 
The  old  subject  of  "Deflection"  cannot  be  placed  under  any 
one  heading,  and  each  individual  case  will  demand  some 
special  modification,  and  the  successful  carrying  out  of  this 
modification  will  depend  entirely  upon  the  individual 
operating. 

For  the  past  year  or  so  turbinectomy  greeted  us  on  the 
"contents"  page  of  almost  every  medical  journal,  only  to  die 
away  like  many  other  fads,  and  now,  fortunately,  more  people 
are  going  about  their  daily  avocation  with  their  turbinates 
safely  in  place.  Turbinectomy  is  the  most  overworked  oper- 
ation within  the  category  of  nasal  surgery. 

It  is  with  great  satisfaction  that  we  note  the  dearth  of 
literature  on  the  subject  of  actual  cautery  for  the  reduction  of 
intranasal  growths,  and  thickenings  and  pharyngeal  and  ton- 
sillar lesions.  It  has  its  uses,  but  I  know  of  no  therapeutic 
agent  more  abused  in  its  use  than  the  actual  cautery  in  throat 
and  nose  work. 

Pathology  and  bacteriology  have  done  much  to  aid  us 
in  diagnosis  and  treatment,  and  it  is  pleasing  to  note  that  in 
our  special  branch  of  medicine  the  advance  in  pathology  is 
most  marked. 

While  the  atomizer  and  douche  are  still  used,  it  is  not 
with  that  reckless  frequency  as  heretofore.  It  is  a  well-known 
fact  that  while  much  good  may  be  accomplished  by  their  use, 
yet  it  is  possible,  by  their  improper  or  over-continued  use,  to 
keep  up  the  very  condition  you  are  aiming  to  relieve. 
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The  question  of  most  importanee  to  us  to-day  is  that  of 
correct  and  early  diagnosis,  for,  on  this  early  discovery,  rests 
the  all-essential  problem  of  prophylaxis  and  cure.  The  appli- 
ances  at  our  command   to-day   for   such   research   are   most 

complete. 

The  microscope  is  of  the  greatest  value  to  the  general 
practitioner,  and  is  of  special  value  to  the  specialist. 

The  importance  of  urinary  examination  to  determine  the 
condition  of  the  secretions,  and  their  possible  effect  upon  the 
systemic  condition,  cannot  be  overestimated.  The  same  is 
true  of  the  sputum  and  blood,  and  to  the  specialist  this  is  as 
highly  important,  from  a  diagnostic  standpoint,  as  to  the  gen- 
eial  practitioner. 

The  value  of  careful  nursing  cannot  be  overestimated. 
Many  a  difficult  operation  reaches  a  successful  termination 
by  careful,  conscientious  nursing,  under  the  direction  of  an 
efficient,  well  trained,  graduate  nurse. 

During  the  year  the  interest  shown  in  the  section  meet- 
ings has  been  highly  gratifying.  It  was  my  good  fortune  to 
be  present  at  the  meeting  of  the  Eastern  Section,  under  the 
chairmanship  of  Dr.  G.  Hudson  Makuen,  and  also  the 
Southern  Section,  which  met  in  Louisville,  Ky.,  under  the 
direction  of  Dr.  J.  A.  Stucky.  Both  these  meetings  were  well 
attended,  and  many  interesting  and  instructive  papers  were 
read.  While  the  report  may  not  be  so  good  from  the  Western 
and  Middle  Sections,  yet  the  worthy  chairmen  deserve  great 
credit  for  the  heroic  effort  they  made  to  secure  a  successful 
meeting.  The  idea  of  the  section  meetings  is  a  good  one,  and 
I  beg  of  every  individual  member  to  make  these  meetings  a 
personal  matter,  and  not  only  attend,  but  take  part. 

Since  we  last  met,  in  Cincinnati,  death  has  reduced  our 
numbers,  and  we  mourn  the  loss  of  Dr.  Max  Thorner,  Dr. 
Woolsey  Hopkins  and  Dr.  W.  McNeill  Whistler.  These  men, 
known  to  most  of  us,  were  respected  and  loved  by  us  all.  They 
were  honest,  conscientious  workers.  Nothing  I  can  say  will 
add  to  the  pleasant  memories  which  we  all  have  of  them. 

Gentlemen :  We  are  gathered  together  in  our  sixth  annual 
session,  to  aid  one  another  by  a  rehearsal  of  our  failures  and 
our  successes;  that  is,  our  experiences.  Let.  us  do  it  in  a 
liberal  way,  and  along  liberal  lines.  To  you  all  I  extend  a 
most  hearty  welcome  to  our  City  of  Brotherly  Love. 
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PRESENTATION  OF  INSTRUMENTS. 


Dr.  Norval  H.  Pierce,  of  Chicago,  exhibited  a  blunt  dis- 
sector for  opening  peritonsillar  abscesses.  The  knife  is  for 
the  initial  incision,  where  that  seems  necessary,  but  it  is 
rarely  needed.  Having  reached  the  abscess  cavity,  the  blades 
of  the  dissector  are  separated,  thus  favoring  the  escape  of  pus. 

The  third  instrument  presented  was  a  peculiar,  bayonet- 
shaped  paracentesis  knife,  with  a  curved  blade,  having  a  notch 
in  which  the  tympanic  membrane  is  caught.  With  this  in- 
strument the  membrane  can  be  taken  out  readily,  without  the 
use  of  any  other  instrument.  The  curve  of  the  knife  and  the 
notch  tend  to  prevent  the  wounding  of  the  posterior  wall  of 
the  tympanic  cavity. 


EXHIBITION  OF  SPECIMENS. 


Dr.  M.  D.  Lederman,  of  New  York,  presented  a  mass  of 
very  large  fibromyxomata,  removed  from  a  young  girl,  who 
came  to  him  complaining  of  nasal  catarrh.  Four  of  them  had 
been  removed  at  one  sitting,  and  three  at  another,  by  using 
a  cold  snare.  There  had  been  but  little  bleeding,  although  the 
operation  had  been  done  before  suprarenal  extract  had  come 
into  vogue. 
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paper: 

A    PLEA    FOR   AN    EARLY   OPERATION    IN    BILAT- 
ERAL ABDUCTOR  PARALYSIS. 


BY   N.    L.    WILSON,    M.D. 


Mr.  President  and  Gentlemen:  In  presenting  this  subject 
for  your  consideration,  I  am  fully  alive  to  the  fact  that  I  have 
nothing  new  to  offer,  either  as  to  the  etiology  or  treatment 
of  this  somewhat  rare  but  serious  affection,  and  my  only 
excuse  is  the  hope  that  I  may  impress  upon  you,  as  has  been 
impressed  upon  me,  the  fact  that  we  must  be  firm,  and  show 
our  patients  the  gravity  of  an  abductor  paralysis  of  both 
cords.  I  therefore  ask  your  indulgence  while  I  recite  my  per- 
sonal observations  in  this  class  of  cases. 

In  the  winter  of  1884-85  I  saw  a  case  in  the  out-door 
department  of  the  Bellevue  Hospital,  and  since  I  have  chosen 
this  subject  for  my  paper  I  have  visited  that  institution,  with 
the  view  of  looking  up  the  subsequent  history  of  the  case, 
and  much  to  my  astonishment  I  found  that  the  record  books, 
when  filled,  were  thrown  into  a  closet  promiscuously,  and  the 
wealth  of  statistics  buried  in  the  dust.  This  is  also  true  of 
other  dispensaries,  which  I  visited  for  the  same  purpose. 
While  I  am  aware  of  the  amount  of  labor  involved  in  keeping 
statistics,  it  seems  to  me  that  the  labor  already  expended  on 
record  books  is  done  for  naught,  if  they  are  not  kept  in  order 
for  future  reference. 

Dr.  E.  Harrison  Griffen,  under  whose  care  the  patient 
came,  has  kindly  furnished  me,  from  his  private  record,  the 
subsequent  history  of  the  case :  Male,  age  thirty-eight,  applied 
at  dispensary  for  attacks  of  dyspnea.  Had  syphilis  for  five 
years.  Bilateral  abductor  paralysis  was  noticed.  Trache- 
otomy performed;  patient  died  three  months  after  opera- 
tion, from  pneumonia. 

I  did  not  observe  another  case  until  the  spring  of  1896, 
when  I  saw  one  in  one  of  the  London  clinics,  the  subsequent 
history  of  which  I  know  nothing.  The  third  case  came  under 
my  observation  in  July,  1896.  His  sudden  death  made  such 
an  impression  upon  me  that  I  cannot  refrain  from  endeavoring 
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tc  impress  upon  you  the  importance  of  tracheotomy  or  intu- 
bation before  it  is  too  late. 

The  history  of  this  case  is  as  follows :  Mr.  M.,  age  forty- 
two;  nativity,  United  States;  occupation,  dealer  in  lumber 
and  coal ;  family  history,  negative ;  gave  a  remote  history  of 
syphilis,  and  was  somewhat  addicted  to  the  use  of  alcohol ; 
has  had  a  few  attacks  of  dyspnea,  especially  at  night,  for  the 
last  eight  months ;  voice  only  slightly  husky ;  inspiration  a 
little  noisy,  but  expiration  soundless;  occasionally  had  head- 
aches ;  ophthalmoscope  showed  nothing  abnormal ;  heart  and 
lungs  normal;  urine,  acid  and  clear;  specific  gravity  1020; 
no  albumen  or  sugar ;  laryngoscopy  examination  showed 
epiglottis  to  be  normal ;  mucous  membrane  of  larynx  normal ; 
\ocal  cords  white  with  small  slit  between  them  during  inspira- 
tion. The  left  vocal  band  was  immovable  in  the  median  line ; 
the  right  moved  but  slightly ;  the  diagnosis  of  bilateral 
abductor  paralysis  was  made.  After  he  had  been  informed  of 
his  condition,  he  told  me  he  had  been  under  the  care  of  a  well- 
known  laryngologist,  and  that  he  had  warned  him  of  his  dan- 
ger, and  impressed  him  with  the  idea  that,  while  it  was  serious, 
an  operation  was  not  absolutely  necessary. 

He  was  advised  that  if  seized  with  a  paroxysm  of  dyspnea 
he  must  send  for  a  doctor  at  once,  and  that  it  might  become 
necessary  to  have  tracheotomy  performed.  I  endeavored  to 
show  him  the  importance  of  having  an  operation  performed 
at  once,  as  it  might  be  too  late  if  he  waited  until  dyspnea 
came  on.  He  absolutely  refused  operation,  and  said  he  would 
wait.  He  had  been  taking  bi-iodide  of  mercury  with  strych- 
nia, and  local  applications  of  faradism  during  the  winter,  and 
so  far  as  he  was  able  to  judge  was  not  much,  if  any,  improved. 
He  returned  to  my  office  one  week  later,  and  still  refused 
operation,  because  the  laryngologist,  who  had  treated  him  all 
winter,  thought  there  was  some  slight  improvement.  I  never 
saw  him  again  until  three  months  after  his  first  visit  to  me, 
when  I  was  summoned  to  his  office,  and  there  found  him  dead, 
having  died  on  the  street.  While  walking  to  his  place  of 
business  he  was  seized  with  dyspnea,  sat  upon  the  curb, 
clutched  at  his  throat,  and  ceased  to  breathe.  A  physician, 
who  saw  him  after  death,  supposed  he  had  died  of  apoplexy, 
and  this  fact  leads  me  to  think  that  it  is  probable  some  of  these 
cases  are  never  recognized,  especially  as  the  voice  is  but  little 
interfered  with.     No  autopsy  was  permitted. 
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I  now  believe  if  I  had  insisted  upon  some  operation  other 
than  tracheotomy,  he  might  have  accepted  it,  and  been  alive 

to-day. 

He  was  an  intelligent  man,  and  discussed  the  operation 
of  tracheotomy,  its  dangers  and  the  annoyance  he  would  be 
subjected  to  from  wearing  the  tube,  and  stoutly  refused  it. 
I  have  since  thought  that  intubation,  or  the  removal  of  a  part 
of  one  or  both  vocal  bands,  so  as  to  establish  a  continuous 
tubular  opening,  as  described  by  our  late  lamented  O'Dwyer, 
in  the  fourth  volume  of  the  "Transactions  of  the  Ninth  Inter- 
national Congress,  might  have  appealed  to  him.     Dr.   Seaman 
says  that  unless  objective  widening  of  the  glottis  be  obtained 
by  treatment  within  a  short  time  tracheotomy  ought'  to  be 
performed  without  delay.     Seventeen  of  the  thirty-four  cases 
collected  by   Burow  were   tracheotomized.     Tobold  had   six 
and  opened  the  trachea  three  times.     Sir  Morrel  MacKenzie 
says  electricity  is  seldom  of  any  avail,  and  he,  above  all  others, 
considered  the  cause  to  be  peripheral.     In  his  book  he  gives 
the  histories  of  sixteen  cases,  and  divides  them  as  follows : 
Eight  cases  due  to  disease  of  the  post-cryco  arytenoid. 
Four  cases  due  to  disease  of  the  medulla. 
Four  cases  due  to  disease  of  the  recurrents. 
He  advises  early  operations. 

Von  Ziemsen  reports  six  cases  only,  one  of  which  im- 
proved under  electrical  treatment,  but  relapsed  into  its  former 
condition  after  treatment  was  discontinued.  Under  the  same 
treatment  he  again  improved.  Of  the  subsequent  history  of 
the  case  nothing  is  known,  the  patient  never  having  returned 
to  the  doctor. 

Dr.  Lennox  Browne  says  Mackenzie  counts  electrical  treat- 
ment scarcely  a  safe  procedure,  and  he  also  mentions  that  the 
only  remedial  case  in  which  decided  improvement  took  place 
was  that  of  Von  Ziemsen.  The  benefit  was  entirely  due  to 
the  application  of  the  indirect  and  constant  current.  This  is 
the  case  already  mentioned  by  Von  Ziemsen,  who  lost  sight  of 
his  patient,  and  we  are,  therefore,  in  doubt  as  to  whether  or 
not  the  case  was  permanently  benefited. 

Any  one  who  has  read  the  report  of  Dr.  Winslow's  case, 
published  in  the  Baltimore  Journal  of  Eye,  Ear  and  Throat 
Diseases,  for  January,  1897,  cannot  but  appreciate  the  importance 
of  an  early  operation. 

Dr.  Jonathan  Wright,  of  Brooklyn,  reported  a  case  of  a 
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woman,  aged  twenty-six,  who  died  on  the  very  day  he  had 
appointed  to  operate  upon  her. 

There  is  mentioned  a  case  in  Dr.  P.  Watson  Williams' 
book  of  a  man  who  died  in  the  Bristol  Royal  Infirmary,  before 
tracheotomy  could  be  performed.  Dr.  W.  Freudenthal  also  re- 
ports a  case  who  died  suddenly  on  the  street. 

In  reply  to  my  query,  Dr.  F.  V.  Fitzpatrick,  of  Cincin- 
nati, reported  a  case  in  which  operation  was  refused,  and  the 
patient  died. 

Dr.  A.  C.  Getchell,  of  Worcester,  Mass.,  likewise  reports  a 
case  of  a  man  thirty-five  years  old,  with  history  of  cured 
syphilis  nine  years  before ;  no  operation  was  made,  and  patient 
died. 

Dr.  E.  L.  Shurley,  of  Detroit,  reports  death  in  one  case 
of  bilateral  abductor  paralysis. 

In  looking  up  the  literature  of  this  subject,  I  find  authori- 
ties referring  to  each  other's  cases  so  frequently  that  it  is 
exceedingly  difficult'  to  compute  the  exact  number  of  cases.  I 
have  found  recorded  eighty-eight  cases,  to  which  I  add  the 
thirty  cases  reported  to  me  by  letter,  only  a  few  of  which  have 
been  published,  making  a  total  of  one  hundred  and  eighteen 
cases. 

I  am  fully  aware  of  my  ineffectual  efforts  in  reviewing  the 
literature,  and  doubt  not  that  many  more  cases  are  on  record. 
It  is  not  my  desire  to  have  every  case  of  bilateral  abductor 
paralysis  tracheotomized  or  intubated  the  moment  it  conies 
under  observation,  but  I  do  feel  a  personal  responsibility  in 
charging  you  to  beware  of  procrastination,  lest  the  thief  of 
time  rob  you  of  your  patient.  Put  the  matter  decidely  before 
him,  and  give  him  no  loophole  through  which  to  escape.  A 
study  of  the  thirty  cases  which  I  have  tabulated  and  appended 
herewith  shows  that  fourteen  of  them  were  operated  upon, 
while  thirteen  had  no  operation,  and  three  were  lost  sight  of 
after  the  first  observation.  Of  the  fourteen  cases  operated 
upon  ten  recovered,  one  died  and  three  strayed  away. 

Of  the  thirteen  not  operated  upon,  seven  recovered,  three 
died  and  three  were  lost  sight  of.  Four  of  these  seven  that 
recovered  were  neurasthenics,  and  should  not  properly  be 
Massed  as  true  paralysis  of  the  abductors,  leaving  the  per- 
centage of  recoveries  very  small — three  to  ten — when  com- 
pared to  those  upon  whom  operation  had  been  made. 
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NUMBER 

OF 

CASES. 

Mackenzie   16 

Burow    34 

Toboldt    6 

Williams    I 

Ziemsen   6 

Schrotter    ) 

Krause           12 

Frankel        ) 

Wylie   I 

Robinson    I 

MacBride 1 

Schmidt 


Rosenthal 

L.  Browne 2 

Lake 1 

Lodge 1 

Permewan   1 

Total 88 

I  will  not  weary  you  by  a  further  recital  of  the  tabulated 
cases,  a  list  of  which  I  have  appended  to  this  paper: 
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DISCUSSION. 

Dr.  Otto  Joachim,  New  Orleans,  added  another  case  to  those 
collected.  The  patient,  on  coming  to  him  had  already  been  trach- 
ectomized,  and  was  wearing  an  aluminum  tube,  which  was  almost 
worn  out.  He  had  made  a  laryngeal  section  and  removed  both 
vocal  cords.  This  had  been  done  without  much  difficulty.  He  had 
kept  the  man  under  observation  until  he  was  able  to  breathe  for 
half  a  day  with  the  tracheotomy  tube  closed.  In  that  condition  he 
had  left  the  hospital,  and  had  not  been  seen  since. 

Dr.  Arthur  G.  Root.  Albany,  X.  Y.,  said  that  he  had  recently 
seen  one  of  these  cases.  The  patient  was  a  man,  about  thirty  years 
of  age,  who  had  had  some  difficulty  with  his  breathing  for  the  pre- 
vious two  weeks.  The  man  was  found  to  be  suffering  from  intense 
inspiratory  dyspnea,  and  examination  of  the  larynx  showed 
bilateral  abductor  paralysis.  He  had  advised  the  immediate  re- 
moval of  the  patient  to  hospital,  stating  the  serious  nature  of  the 
case,  but  the  man  had  positively  refused  to  go.  However,  early 
the  next  morning  he  had  gone  to  the  hospital,  and  had  been  trach- 
eotomized,  and  was  still  wearing  the  tube.  The  cause  of  the  con- 
dition appeared  to  be  enlargement  of  the  mediastinal  glands,  prob- 
ably as  a  result  of  syphilis.  In  this  connection,  he  wished  to  say 
that  tracheotomy  was  not  an  operation  to  be  approached  lightly, 
as  it  was  sometimes  very  difficult.  In  this  instance  it  had  been 
very  difficult.  The  man  had  been  deeply  cyanosed  for  a  number  of 
days  previously,  his  neck  was  thick,  and  all  of  the  tissues  bled  very 
freely.  After  the  insertion  of  the  tube  the  man  had  a  slight  con- 
vulsion, during  which  the  tube  had  been  momentarily  dislodged 
from  the  trachea.  He  quite  agreed  with  the  author  of  the  paper 
that  tracheotomy  was  the  operation  of  choice,  and  that  it  should 
be  done  early. 

Dr.  Thomas  H.  Halstead,  Syracuse,  said  that  during  the  past 
year  he  had  seen  two  of  these  cases.  One  was  a  male  syphilitic, 
who  was  taking  at  the  time  500  grains  of  iodide  daily  without  re- 
lief to  the  dyspnea,  which  at  times  became  suffocative.  Imme- 
ate  tracheotomy  was  advised,  and  agreed  to  by  the  patient,  but  his 
attending  physician  so  strongly  objected  that  the  patient's  family 
had  the  operation  postponed.  A  few  days  later  the  man  died  sud- 
denly during  the  night.  The  other  case  occurred  in  a  young  man 
without  specific  history.  At  the  end  of  two  months  he  recovered 
under  large  doses  of  the  iodides,  and  without  an  operation.  In 
this  case  the  dyspnea  was  never  urgent  except  on  exertion. 

Dr.  Robert  C.  Myles,  New  York  City,  said  that  this  subject 
was  one  of  serious  importance,  and  the  specialist  must  have  the 
matter  settled  in  his  own  mind  if  he  would  secure  that  hearty  and 
immediate  co-operation  on  the  part  of  the  general  practitioner  and 
his  patient,  which  is  so  necessary  to  success.  As  to  the  choice  of 
operation,  it  was  a  question  between  doing  tracheotomy  and  re- 
moving a  part  of  the  cords.  Personally,  he  would  favor  the  per- 
formance of  tracheotomy  first. 
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Dr.  M.  D.  Lederman,  New  York  City,  referred  to  a  case  in 
which  there  had  been  a  paralysis  of  one  side  of  the  larynx,  due  to 
a  growth  of  the  thyroid.  A  surgeon  had  tried  the  injection  of 
iodine  into  the  gland,  and  that  night  the  patient  had  had  a  violent 
attack  of  dyspnea,  arising  from  edema  of  the  larynx.  Scarifica- 
tion and  the  local  application  of  ice  had  given  relief.  In  another 
case,  occurring  in  a  woman,  examination  had  shown  at  first 
nothing  but  slight  redness.  A  few  hours  later  there  was  marked 
edema,  and  examination  of  the  urine  showed  the  presence  of  a 
considerable  quantity  of  sugar.  This  case  also  recovered,  with- 
out operation. 

Dr.  Frederick  C.  Cobb,  Boston,  Mass.,  spoke  of  a  case  in 
which  the  diagnosis  had  lain  between  paresis  of  the  cords  and  an 
ankylosis  of  the  crico-arytenoid  joint.  The  patient  had  been  put 
on  iodide,  and  admitted  to  hospital.  The  condition  had  become 
worse,  and  tracheotomy  had  been  done.  Every  attempt  to  pass 
tubes  between  the  cords  had  failed.  It  was  important  to  give  these 
patients  a  good  breathing  aperture,  and  he  would,  therefore,  like 
to  know  the  experience  of  those  present  regarding  the  effect  of  re- 
moving the  cords  in  these  cases. 

Dr.  J.  Solis  Cohen,  Philadelphia,  was  invited  to  discuss  this 
subject.  He  said  that  the  subject  had  been  admirably  presented, 
and  there  could  be  no  doubt  that  immediate  tracheotomy  was  the 
best  plan.  If  this  was  refused,  it  was  an  excellent  plan  to  coax 
the  patient  to  carry  with  him  a  tracheotomy  tube,  for,  in  case  of 
an  emergency,  the  mere  showing  of  the  tube  to  the  physician  called 
in  hurriedly,  would  be  a  means  of  saving  life.  He  had  known  of 
two  or  three  such  instances.  Intubation  has  the  disadvantage  of 
depriving  the  patient  of  his  voice,  and,  moreover,  there  was  a 
chance  of  the  tube  being  coughed  out.  He  had  had  no  experience 
with  the  cutting  of  the  vocal  bands,  but  this  operation  also  de- 
prived the  patient  of  his  voice  for  the  most  part,  and  there  was 
danger  from  cicatricial  contraction. 
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PAPER. 

SUBGLOTTIC  GROWTHS;  REPORT  OF  CASES  WITH 
EXHIBITION  OF  IMPROVED  INSTRUMENTS. 


BY  ROBERT  C.   MYLES,    M.    D. 


The  recognition  of  the  difficulties  which  I  have  experienced  in 
removing  some  benign  growths  from  the  subglottic  region  in  cer- 
tain patients  has  prompted  me  to  bring  this  subject  before  you. 
After  trying  and  failing  with  nearly  all  the  forceps  and  instru- 
ments that  have  been  advocated,  I  constructed  the  one  which  I  pre- 
sent to  you  in  conjunction  with  this  paper.  The  idea  was 
obtained  from  Sir  Morrell  MacKenzie's  tube-forceps,  and  Dr. 
Dundas  Grant's  double-hinged,  diamond-shaped  laryngeal  for- 
ceps.    Made  for  me  by  Ford  &  Company,  New  York. 

The  chief  interference  with  the  success  of  an  attempted  opera- 
tion in  the  subglottic  region  is  due,  at  times,  to  the  uncontrollable 
cough  and  glottic  spasms,  which  shut  off  the  operative  field.  In 
cases  of  benign  growths  it  is  especially  desirable  that  no  injury 
should  be  done  to. the  healthy  parts  of  the  vocal  cords  and  laryn- 
geal tissues,  and  the  ideal  instrument  wanted  is  one  that  will  re- 
move only  so  much  as  will  fall  within  the  jaws,  .which  are  closed  at 
the  distal  end.  I  would  suggest  the  use  of  this  instrument  in  cases 
of  subglottic  papilloma,  occurring  in  children,  but  thus  far  I  have 
not  been  fortunate  in  finding  a  suitable  patient  since  the  instrument 
was  constructed. 

I  note  that  this  spasmodic  closure  of  the  larynx  is  no  new  ob- 
struction. Sir  Morrell  MacKenzie,  in  his  remarkable  work  on 
"Growths  in  the  Larynx,"  published  in  1870,  in  Case  LXXIX.  of 
his  100  consecutive  ones,  says:  "This  growth  proved  a  very  dif- 
ficult one  to  extirpate,  as  the  vocal  cords  became  spasmodically  ap- 
proximated when  any  instrument  was  introduced  within  the 
larynx.  A  very  great  variety  of  instruments  were  accordingly 
used.  The  first  pieces  were  removed. with  the  tube  forceps;  at  a 
later  period  I  used  the  common  anteroposterior  laryngeal  forceps, 
and,  finally,  a  portion  was  taken  away  with  Stoerk's  wire  guillo- 
tine." 

One  of  my  most  interesting  cases  was  that  of  the  Rev.  Mr.  T. 
C,  age,  twenty-eight  years,  who  applied  to  me  in  June,  1898.    He 
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said  that  three  years  previously  his  voice  began  to  lose  in  tone  and 
vibration,  and  grew  worse  from  that  time  until  he  had  some 
growths  removed,  in  March,  1897.  Two  months  afterward 
hoarseness  began  again,  and  he  had  more  growths  removed.  He 
seemed  to  be  comparatively  well,  with  a  fair  speaking  voice,  until  a 
few  weeks  previous  to  coming  to  me,  when  he  had  a  hemorrhage, 
which,  apparently,  came  from  the  larynx. 


Fig.  1. — The  instrument  consists  of  a  handle  with  finger-ratchet,  ex- 
tension Schroe'.ter  tube,  and  a  revolving,  unilateral  forceps.  Its  mechan- 
ism is  similar  to  that  of  Dundas  Grant's  forceps. 

When  I  examined  him,  both  ventricular  bands. were  covered 
with  wart-like  excrescences,  which  extended  upon  the  posterior 
surface  of  the  epiglottis.  Both  vocal  cords  were  covered  with  pa- 
pillomatous, growths,  which  extended  downward,  over  the  subglot- 
tic region,  and  were  much  more  prolific  on  the  left  than  on  the 
right  side.  I  had  no  difficulty  in  excising  and  removing  the 
growths  from  the  surfaceofthelarynx,  above  the  vocal  cords,  with 
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the  tubal-forceps,  as  well  as  the  MacKenzie  cutting-  forceps.  At- 
tempt alter  attempt  to  remove  the  subglottic  growths  was  followed 
by  failure,  and  this  after  many  applications  of  solutions  of  cocaine, 
varying  in  strength  from  ten  to  one  hundred  per  cent.  Finally,  1 
succeeded  in  removing-  the  growths  with  a  modification  of  the  for- 
ceps that  I  present  to-day.  The  growths  removed  would  number 
somewhere-  between  fifty  and  one  hundred.  The  patient  has  had 
no  difficulty  for  the  last  year,  and  is  filling  a  responsible  position 
in  muc  of  the  largest  churches  in  New  York  City,  and  now  has  a 
clear  and  resonant  voice. 

Another  interesting  case,  Mrs.  X..  age  fifty  years,  presented 
herself,  complaining  of  hoarseness,  difficulty  in  speaking  and  vio- 
lent laryngeal  spasms.  Examination  revealed  a  pale  growth  about 
ten  mm.  long;  its  middle  third  was  situated  beneath  the  processus 
\  oralis,  one-third  of  the  growth  extending  beneath  the  respiratory 
glottis  :  the  anterior  third  extended  beneath  the  vocal  glottis.  This 
patient  was  most  intractable  when  any  foreign  agent  was  intro- 
duced into  the  larynx.  The  spasms  and  coughs  were  violent  and 
intense ;  applications  of  strong  solutions  of  cocaine,  which  were  ap- 
plied at  intervals  for  an  hour,  did  not  seem  to  control  the  reflex 
phenomena.  I  was  specially  anxious  to  obtain  a  deep  specimen  of 
this  growth  for  a  microscopical  diagnosis.  I  had  used  various 
forms  of  cutting  and  excisor  tube-forceps,  and  succeeded  in  re- 
moving only  small  portions  of  the  growth  after  many  trials.  Fin- 
ally, I  made  one  prolonged  and  desperate  effort  to  remove  all  of 
the  growth  in  sight;  this  was  accomplished  with  the  instrument 
presented,  after  two-hours'  seance,  during  which  time  I  used 
strong  solutions  of  cocaine  in  a  liberal  manner,  in  addition  to  large 
doses  of  bromide  of  potash  and  a  hypodermic  of  sulphate  of  mor- 
phine and  atropine. 

The  author  remembers  with  regret  the  case  of  a  little  child  wich 
multiple  papilloma  of  the  larynx  and  subglottic  space,  and  believes 
that,  if  the  instrument  presented  could  have  been  used,  the  little 
patient's  life  might  have  been  saved.  Laryngotracheotomy  was 
performed  by  a  general  surgeon  in  the  writer's  presence;  the  op- 
eration was  a  complete  success  in  every  detail,  and  every  step  of 
the  operation  was  most  skilfully  carried  out.  The  growths,  cover- 
ing the  subglottic  space,  which  seemed  to  be  the  ones  that  were 
causing  almost  complete  suffocation,  were  thoroughly  removed, 
but  septic  bronchopneumonia  caused  a  fatal  end  two  weeks  later. 

I  commend  the  instrument  for  your  consideration  and  trial,  in 
non-malignant,  infraglottic  growths  in  childhood,  as  well  as  in 
adolescence. 
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DISCUSSION. 

Dr.  Wendell  C.  Phillips,  New  York,  said  he  welcomed  any 
instrument  which  would  favor  the  removal  of  these  growths,  as 
no  instrument  that  he  had  used  in  the  past  had  seemed  to  him  al- 
together satisfactory.  Up  to  this  time  Schroetter's  tube  forceps 
had  seemed  to  him  the  best  instrument. 

Dr.  Price  Brown,  Toronto,  referred  to  one  case  in  which  he 
had  used  the  galvano-cautery  on  a  subglottic  growth.  The  pa- 
tient had,  in  addition,  an  aneurism  of  the  aorta.  The  subglottic 
growth  had  produced  almost  complete  stenosis.  There  was  also 
paralysis  of  the  vocal  cord.  The  growth  was  large,  extended  much 
beyond  the  center,  and  was  of  a  red  color  and  had  a  broad  base. 
He  first  used  cocaine  very  freely,  and  then  instructed  the  man  to 
continue  breathing  so  as  not  to  contract  the  opposite  vocal  cord. 
He  next  passed  the  galvanic  electrode  on  the  growth,  singed  it 
deeply,  and  took  out  the  instruments.  This  was  all  that  was  done 
at  the  first  sitting.  To  his  surprise  this  did  not  produce  edema. 
At  intervals  of  one,  two  or  three  days,  the  cauterization  was  re- 
peated. The  man  was  completely  relieved,  owing  to  the  destruc- 
tion of  this  fibroid  growth,  and  had  no  return  of  his  trouble  up  to 
the  time  of  his  death,  four  months  later,  from  the  aneurism.  The 
most  important  point  was  to  insist  upon  the  patient's  breathing 
constantly,  so  as  not  to  contract  the  cord  during  operation. 


PAPER. 

CARCINOMA    OF    THE    LARYNX— LARYNGECTOMY. 


BY  JOSEPH  S.  GIBBS,  M.D. 


In  discussing  the  subject  of  carcinoma  of  the  larynx,  Mr.  Len- 
nox Browne  very  plainly  remarks  that  each  case  should  be  re- 
ported. While  it  is  pleasanter  to  report  a  case  and  present  the  pa- 
tient than  to  show  specimens,  it  is  in  keeping  with  true  scientific 
progress  to  record  our  failures  as  well  as  successes. 

In  the  case  which  it  is  my  privilege  to  report  at  this  meeting, 
though  we  have  not  been  successful,  it  is  hoped  the  details  may  not 
be  uninteresting,  and  if  mistakes  have  been  made  we  may  profit 
by  them. 

The  subject  of  this  sketch  was  a  strong,  vigorous  Welshman, 
of  good  family  history,  denying  syphilis.  He  was  an  engineer, 
and  until  a  short  time  before  he  applied  for  treatment,  was  able  to 
pursue  his  trade.    The  first  he  noticed  of  his  throat  trouble  was 
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about  two  and  a  half  years  ago.  The  symptoms  were  slight 
hoarseness,  dyspnea  and  tire  upon  exertion.  He  attributed  his 
condition  to  cold,  contracted  during  his  work,  and  paid  little  heed 
to  it.  These  symptoms  continued  with  very  little  increase  and 
with  no  medical  advice,  until  August,  1899,  when,  during  an  un- 
usually severe  coughing  spell,  he  expelled  a  hard,  grisly  substance 
(these  are  the  patient's  words)  from  his  throat,  which  was  fol- 
lowed by  quite  free  spitting  of  blood.  For  a  period  of  two  weeks 
succeeding  this  attack  he  noticed  the  voice  was  clearer  and  the 
dyspnea  had  nearly  disappeared. 

Upon  the  reappearance  of  the  difficult  breathing  and  hoarse- 
ness there  was,  in  addition,  cough  and  bloody  expectoration. 

When  the  patient  first  presented  himself  for  treatment,  about 
November  1,  1899,  there  was  considerable  stridor  in  the  respiratory 
tract,  manifestly  worse  in  inspiration.  Considerable  difficulty  at- 
tended the  initial  laryngoscopic  examination  in  consequence  of  an 
exceedingly  irritable  pharynx,  a  short  frenum  linguae,  which  pre- 
vented the  proper  protrusion  of  the  tongue,  and  a  short,  thick  band 
which  would  continually  get  in  the  way  of  the  examiner.  How- 
ever, after  some  little  training,  these  difficulties  were  overcome. 

Our  record  shows  the  following  at  the  first  examination  :  "The 
laryngeal  mucous  membrane  is  unusually  vascular.  On  the  right 
lateral  wall  of  the  larynx,  extending  from  the  cord  upwards  to 
nearly  the  base  of  the  arytenoid,  is  a  new  growth,  pinkish  in  color, 
in  part  sessile  and  part  pedunculated,  presenting  a  warty  appear- 
ance and  bleeding  freely  upon  the  slightest  touch  of  the  probe. 
This  growth  encroaches  somewhat  upon  the  lumen  of  the  larynx ; 
it  covers  the  usual  landmarks  and  the  cord  of  the  right  side  is  in- 
distinct. 

"Just  above  the  normal  position  of  the  true  cord  there  is  a 
pedunculated,  warty-looking  mass,  which  during  phonation  falls 
over  and  between  the  cords.  This,  doubtless,  accounts  for  the  in- 
spiratory effort  and  the  loss  of  voice.  The  left  side  of  the  larynx 
is  entirely  free  of  morbid  growth." 

The  laryngoscopic  appearances  and  the  unusual  vascularity  led 
me  at  once  to  suspect  malignancy.  The  matter  was  too  serious, 
however,  to  be  guided  entirely  by  the  suspicion,  so  a  determined 
effort  was  made  to  remove  a  piece  for  microscopic  examination. 
This  was  accomplished  in  a  short  time  and  submitted  to  the  path- 
ologist of  the  Polyclinic  Hospital  for  examination.  The  pieces  re- 
moved, several  in  number,  varied  in  size  from  the  head  of  a  large 
pin  to  a  pea. 
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The  full  report  of  Dr.  kirkbride  is  appended.  The  result  of 
his  examination  led  him  to  the  belief  that  the  growth  was  prob- 
ably specific  in  origin,  but  at  the  same  time  he  stated  that  malig- 
nancy was  not  negatived  by  the  examination  of  these  specimens. 

The  case  was  now  presented  to  the  Section  of  Otology  and 
Laryngology  of  the  College  of  Physicians  of  Philadelphia,  and  the 
fellows  requested  to  give  their  opinions.  The  consensus  of  opin- 
ion was  in  favor  of  syphilis,  though  1  believe  that  none  of  the  gen- 
tlemen present  felt  that  an  accurate  diagnosis  was  possible.  Acting 
on  the  suggestion  of  some  of  the  fellows,  it  was  determined  to 
place  the  patient  on  full  doses  of  the  iodides,  and  to  increase  the 
same  to  the  point  of  tolerance. 

Adhering  to  the  original  view  of  the  case  as  to  its  malignancy, 
and  while  the  iodides  w:ere  being  pushed,  an  effort  was  made  to 
clear  the  larynx  and  submit  the  growth  from  time  to  time  to  the 
microscope,  in  the  belief  that  thedeeperstructures would  show  ma- 
lignancy. This  was  done,  and  accomplished  two  objects:  (i) 
I  ireat.  relief  to  the  dyspnea,  which  by  this  time  had  become  urgent, 
and  (2)  the  deeper  structures  showed  unmistakable  evidence  of 
maligancy.    The  iodides,  of  course,  were  of  no  avail. 

The  second  report  of  Dr.  Kirkbride  is  also  appended.  In  this, 
after  a  description  of  the  microscopic  appearances,  he  makes  the 
diagnosis  as  epithelioma  (squamous  cell  carcinoma).  In  conclu- 
sion, he  very  properly  makes  this  comment:  "This  case  is,  there- 
fore, interesting  as  illustrating  the  difficulty  in  obtaining  a  portion 
of  the  tumor  proper  for  examination ;  it.also  shows  that  one  nega- 
tive result  does  not  disprove  the  presence  of  a  malignant  growth." 

With  this  very  clear  and  careful  report  it  was  felt  that  some 
radical  measures  should  be  taken.  The  growth,  which  had  been 
nearly  cleared  from  the  larynx,  rapidly  recurred,  and  the  patient's 
condition  was  again  becoming  desperate.  The  growth  was  still 
confined  to  the  right  lateral  wall,  though  it  had  encroached  more 
upon  the  lumen  of  the  larynx  than  formerly;  there  were  no  en- 
larged glands,  nor  was  there  evidence  of  metastasis.  The  patient's 
physical  condition,  other  than  fatigue  from  loss  of  rest  and  imper- 
fect aeration,  was  splendid.  It  seemed  that  if  there  was  ever  a 
case  suitable  for  complete  extirpation  of  the  larynx,  this  was  one. 

The  matter  was  too  serious,  in  my  judgment,  to  rest  with  the 
evidence  we  had.  A  specimen  of  the  growth  was,  therefore,  sub- 
mitted to  Dr.  W.  E.  Robertson,  the  pathologist  of  the  Episcopal 
Hospital.     He  unhesitatingly  confirmed  the  diagnosis. 

In  consultation  with  Dr.  G.  G.  Davis,  surgeon  of  the  Episcopal 
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Hospital,  laryngectomy  was  determined  upon  and  performed  by 
Dr.  Davis,  March  15,  1900.    The  following  is  Dr.  Davis'  report: 

"Tin  patient  was  a  stout,  well-built  man  of  Eorty-eight  years  of 
age.  The  operation  was  one  of  urgenc)  on  account  of  recurring 
attaclo  of  dyspnea.  I  [is  temperature  had  at  times  been  above  nor- 
mal, but  on  the  daj  of  the  operation,  which  was  cold  and  snowing, 
he  seemed  in  fairly  good  condition.  The  neck  was  thoroughly 
cleansed  the  day  previous  to  operating,  and  covered  with  a  weak, 
moist  bichloride  dressing.  It  was  again  cleansed  previous  to  opera- 
tion. The  hands  of  the  operators  and  assistants  and  nurses  were 
disinfected  by  permanganate  of  potash,  and  all  wore  rubber  gloves 
except  during  the  removal  of  the  larynx,  when  the  operator  re- 
moved his  ami  again  disinfected  the  hands  with  the  solution.  No 
genera]  anesthetic  was  used,  eucaine  solution,  boiled,  being  injected 
with  a  sterilized  hypodermic  syringe.  Seventy-five  minims,  or 
three  syringefuls,  were  used  during  the  operation. 

"A  straight  incision  was  made  in  the  median  line  from  just 
above  the  hyoid  bone  to  the  suprasternal  notch.  The  facias  were 
divided,  the  sternohyoid  and  thyroid  muscles  loosened  and  turned 
aside,  the  isthmus  of  the  thyroid,  which  was  very  small,  ligated 
and  divided,  and  the  trachea  laid  bare.  On  incising  the  trachea  at 
the  lower  border  of  the  cricoid  cartilage,  bleeding  occurred,  and 
eucain  was  then  injected  and  the  divisioning  completed  with  the 
paquelon  cautery.  After  the  trachea  was  well  opened,  eucaine  was 
injected  into  the  posterior  wall,  the  mucous  membrane  seared  with 
the  cautery  and  then  divided  with  the  knife.  The  trachea  was  then 
loosened  and  brought  forward.  The  larynx  was  then  removed 
from  below  upward  and  from  the  left  toward  the  right.  Bleeding 
vessels  were  caught  and  carefully  clamped  with  hemostatic  for- 
ceps. The  sides  of  the  upper  portion  of  the  esophagus  were 
brought  together  with  two  or  three  catgut  sutures;  the  wround 
above  the  trachea  was  approximated  by  two  silkworm  gut  sutures. 
The  upper  ends  of  the  trachea  were  sutured  to  the  infolded  skin  by 
silk  sutures,  and  the  wound  and  surrounding  parts  painted  with 
an  ethereal  solution  of  iodoform  and  benzoin,  called  Whitehead's 
paint.  He  left  the  operating  table  comparatively  comfortable, 
breathing  quietly,  with  a  pulse  of  104,  and  showing  not  the  slight- 
est evidences  of  shock.  Very  little  blood  had  gotten  in  the  trachea, 
and  this  was  at  once  blown  out.  When  asked  afterwards,  he 
stated  that  he  had  not  suffered  much  during  the  operation,  except 
once  or  twice,  which  was  probably  when  the  superior  laryngeal 
nerves  were  divided.     He  was  placed  in  a  room,  the  temperature 
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of  which  never  fell  below  8o°,  the  air  being  kept  moist  by  two  pans 
of  boiling  water.  Gauze  was  laid  over  the  tracheal  wound  to  pre- 
vent the  entrance  of  any  dust.  Following  the  operation  there  was 
considerable  coughing  and  expectoration  of  tenacious  musus,  for 
which  steam  inhalations  of  alkaline  sprays  were  used.  His  tem- 
perature, which  soon  after  the  operation  was  ioi°,  gradually  rose 
till  the  time  of  his  death  on  the  fifth  day.  On  the  second  and  third 
days  he  swallowed  whiskey  and  milk,  but  a  small  amount  making 
its  appearance  below,  caused  us  to  stop  it  on  the  fourth  day. 

"The  tugging  on  the  trachea,  due  to  coughing,  caused  the 
stitches,  which  united  it  to  the  skin,  to  cut  through,  and  most  of 
them  were  removed  on  the  third  day,  leaving  about  a  quarter  of  an 
inch  between  the  upper  end  of  the  trachea  and  skin.  This  exposed 
surface,  and  also  the  small  raw  surface  below  the  wound  (above) 
and  the  posterior  upper  edge  of  the  trachea,  suppurated.  The 
wound  above,  from  the  hyoid  bone  to  the  upper  edge  of  the  tra- 
chea, healed  by  primary  union  except  a  small  fistulous  tract.  On 
the  third  day  his  mind  was  somewhat  disturbed,  on  the  fourth  he 
was  wildly  delirious  and  died  on  the  fifth  day.  There  was  at  no 
time  any  evidence  of  broncho  pneumonia.  Post-mortem  examina- 
tion revealed  an  intense  congestion  of  the  trachea,  but  no  evidences 
of  pneumonia.  The  other  organs  showed  a  highly  congested  and 
softened  condition  that  the  pathologist.  Dr.  Robertson,  regarded 
as  an  indication  of  sepsis.  There  were  a  few  drops  of  pus  when 
the  trachea  had  been  drawn  forward  from  the  esophagus,  but  no 
confined  or  extended  collection.  The  wound  from  the  hyoid  bone 
to  the  trachea  below  was  healed  by  primary  union,  with  the  ex- 
ception of  a  very  small  fistulous  tract.  Cultures  made  from  vari- 
ous organs  showed  abundant  streptococci,  and  death  was  at- 
tributed to  streptococcus  infection. 

"That  death  was  due  to  infection,  being  probably  true,  the 
question  arises  as  to  the  source  from  which  it  came.  That  it  came 
from  without,  in  view  of  the  precautions  taken,  I  cannot  believe. 
It  probably  came  from  the  lower  end  of  the  larynx,  as  it  was  the 
seat  of  an  ulcerating  carcinomatous  mass.  If  he  was  affected  at 
the  time  of  the  operation  with  a  mild  streptococcus  infection,  the 
operation  was  sufficient  to  account  for  its  rapid  increase  and  fatal 
result.  The  healing  of  the  upper  wound  seems  to  show  that  the  in- 
fection was  mainly  located  in  the  parts  below.  The  technique  of 
the  operation  is  by  no  means  settled.  Some  say  to  do  the  tracheot- 
omy and  remove  the  larynx  at  the  same  sitting.  It  is  needless, 
perhaps,  to  say  that,  in  view  of  my  experience  in  this  case,    I   no 
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longer  favor  this  procedure.  The  doing  of  a  preliminary  tracheo- 
tomy would  have  fixed  the  trachea  in  position,  and  had  coughing 
followed,  a  subsequent  removal  of  the  larynx.  The  trachea  would 
not  have  jumped  up  and  down,  tugging  itself  loose  from  the  skin 
attachment,  as  occurred  in  this  case.  I  see  no  advantage  from 
packing  the  wound,  as  in  the  present  case  it  healed  by  primary 
union. 

"In  this  case,  an  esophageal  tube  allowed  to  remain  in  would 
have  been  of  no  particular  service.  He  swallowed  well  on  the 
second  and  third  days,  and  could  have  swallowed,  had  we  let  him, 
on  the  fourth." 

The  following  are  the  notes  on  the  necropsy  by  Dr.  William  E. 
Robertson : 

"Carcinoma  of  Larynx. — Necropsy  about  twelve  to  fourteen 
hours  post-mortem.  Body  of  a  very  muscular  man.  Subcutane- 
ous fat,  very  well  developed.  Post-mortem,  rigidity  moderate, 
and  that  only  in  lower  extremities.  There  is  a  partly  healed 
operation  wound  in  the  middle  line  of  the  cervical  region.  Small 
amount  of  pus  along  edges  of  wound  just  above  attached  tracheal 
opening.    Esophagus  seemed  to  be  entirely  closed. 

"Thoracic  Cavity. —  No  pleural  adhesions.  Pleural  cavities 
dry. 

"Lungs. — Intensely  congested  drip  on  section.  Crepitate 
fairly  well  throughout;  no  apical  sears  ;  no  bronchitis  or  bronchio- 
litis, but  the  mucous  membrane  of  the  trachea  and  bronchi,  down 
to  the  finer  ramifications  of  the  latter,  were  intensely  red. 

"Heart. — Pericardial  fluid  about  normal.  Musculature  soft. 
Endocardium  intensely  dark  red  in  all  four  cavities,  especially  on 
the  right  side ;  however,  no  valvular  defects.  Eustachian  valve  not 
patulous. 

"Abdominal  Cavity. — Liver  enlarged  and  of  a  peculiar  uni- 
formly pale  color — -a  light  chocolate.    No  gall  stones. 

"Spleen. — Enlarged,  quite  soft,  and  on  section  presented  what 
I  took  to  be  capillary  extravasations. 

"Kidneys. — Red,  soft,  enlarged,  seat  of  parenchymatous 
change;  recent  and  old  interstitial  change.  Capsule  stripped  with 
difficulty,  leaving  a  granular  surface.  There  were  areas  of  what 
I  took  to  be  capillary  extravasations  in  the  cortex  and  between  the 
pyramids. 

"Pancreas. — Softened,,  parenchymatous  change. 

"Intestines. — Congested  in  small  areas  here  and  there.  Appen- 
dix normal. 
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"Cultures  from  heart,  blood,  spleen,  liver  and  lungs  showed  a 
streptococcus  in  pure  culture. 

"The  tissues  removed  from  the  larynx  intra-vitam  and  that 
taken  post-mortem  presented  the  same  character,  viz.,  a  squamous 
epithelioma,  containing  numerous  papillary  outgrowths  in  and 
around  it.  Pearly  bodies  were  present  in  great  numbers.  It  was 
impossible  to  say  with  absolute  certainty  where  it  rose,  but,  from 
the  nature  of  the  growth,  it  must  have  taken  origin  from  the  vocal 
cords,  either  the  true  or  false,  since  they  are  the  only  regions  in  the 
larynx  provided  with  stratified  squamous  cells." 

What  is  there  to  be  learned  by  a  review  of  this  case? 

Firstly. — Was  complete  extirpation  of  the  larynx  the  proper 
procedure  ?  Of  this,  I  think,  there  can  be  no  doubt,  for  the  follow- 
ing reasons :  The  diagnosis  had  been  carefully  and  certainly 
made;  the  patient's  life  was  in  imminent  danger,  necessitating 
some  radical  procedure  for  relief.  There  were  three  measures 
from  which  to  choose  to  accomplish  this  result :  (i )  Tracheotomy. 
This  would  have  been  only  a  palliative  measure,  and  given  but  a 
brief  respite,  and  hence  discarded.  (2)  Partial  laryngectomy:  Re- 
moving all  visible  diseased  tissue  from  the  larynx,  but  leaving  the 
framework.  I  have  never  felt  that  this  operation  was  a  rational 
surgical  procedure  in  malignant  cases,  for  the  reason  that  we  can 
never  be  quite  sure  that  all  malignant  tissue  has  been  removed; 
hence  I  urged  against  it.  (3)  Complete  laryngectomy:  This  lat- 
ter was  selected  because  it  gave  the  patient  a  chance  of  complete 
recovery,  and  at  the  same  time  relieved  the  urgency  of  the  symp- 
toms. 

Secondly. — Is  there  aught  to  learn  in  the  technique  of  laryn- 
gectomy from  the  present  case  ?  My  experience  in  these  lines  has 
been  too  limited  to  venture  upon  a  discussion  of  the  surgical  as- 
pects of  the  case.  I  will  leave  that  to  abler  hands.  But  there  is 
one  feature  which  the  experience  gained  in  this  case  emphasizes, 
and  that  is  the  necessity  for  fixation  of  the  trachea  by  a  prelimin- 
ary tracheotomy. 

In  discussing  the  various  steps  of  the  operation  with  Dr.  Davis 
prior  to  its  performance,  I  advocated  this  step,  but  it  was  not  with 
the  idea  of  fixing  the  trachea  so  much  as  to  accustom  the  bronchia 
and  lungs  to  the  new  method  of  receiving  air,  and  to  render  the  ad- 
ministrations of  a  general  anesthetic  possible,  which  seemed  to 
commend  it. 

In  the  light  of  the  present  case,  even  more  than  these  much  to 
be  desired  conditions,  is  the  elimination  of  an  extra  source  of  in- 
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fection  whicn  the  tugging-  of  the  trachea  and  consequent  breaking 

of  the  stitches  caused. 

Thirdly. — From  whence  came  the  sepsis  which  seemed  to  hring 
about  the  unf<  animate  termination  ?  I  am  in  entire  accord  with  Dr. 
Davis  as  to  the  improbability  of  infection  being  introduced  from 
without  during  the  operation.  Every  possible  precaution  was 
taken  ;  the  operation  was  done  in  a  careful,  painstaking  and  thor- 
ough manner.  Very  little  blood  entered  the  trachea,  indeed,  com- 
paratively little  blood  was  lost  during  the  operation,  thanks  to  the 
free  use  of  hemostats. 

The  intra-laryngeal  surgical  measures,  which  were  essential 
for  both  diagnostic  and  palliative  measures,  doubtless  induced  ne- 
crosis of  the  tissues,  and,  as  Dr.  Davis  has  suggested,  there  may 
have  been,  in  consequence,  a  mild  septic  condition  present  prior  to 
the  operation,  which  was  lit  up  by  the  latter  procedure. 

Just  what  part  of  the  suppurating  surfaces  around  the  trachea 
played  it  is  impossible  to  tell,  but  there  is  some  ground  for  the  be- 
lief that  it  was  an  element  in  the  fatal  termination. 

PRELIMINARY   I'ATIIOLOGIC   REPORT. 

The  microscopic  examination  of  the  very  small  specimen  re- 
ceived at  the  laboratory  shows  it  to  be  a  cellular  tissue,  made  up 
chiefly  of  lymphoid  cells  and  polymorphonuclear  leucocytes,  to- 
gether with  endothelial  cells  derived  from  lymph  and  blood  ves- 
sels. The  latter  are  apparently  newly-formed  vessels  such  as  are 
found  in  granulation  tissues.  They  all  show  swelling  and  prolifer- 
ation of  the  endothelial  linging,  in  some  sufficient  to  close  completely 
the  lumen  of  the  vessel.  Around  many  of  the  vessels  the  connect- 
ive tissue  is  thick,  and,  in  places,  hyaline.  On  the  free  surface  of 
the  specimen  necrosis  has  occurred,  and  the  tissue  is  invaded  by 
numerous  bacteria  of  various  types,  including  bacilli,  streptococci 
and  diplococci. 

Slides  stained  for  tubercle  bacilli  fail  to  show  the  presence  of 
that  organism. 

Only  a  very  small  clump  of  epithelial  cells  is  present  in  the 
sections  and  these  present  no  special  changes. 

Plasma  cells  and  eosinophile  cells  are  fairly  numerous,  scat- 
tered here  and  there  among  the  other  cells. 

Diagnosis. — The  specimen  presents  the  appearance  of  a  new- 
formed  inflammatory  tissue  (granulation  tissue)  with  superficial 
necrosis.  The  cause  of  the  inflammation  cannot  be  determined,  but 
the  changes  in  the  vessels,  together  with  the  presence  of  plasma 
cells,  forcibly  suggests  a  syphilitic  origin. 
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A  further  report  will  be  sent  when  the  examination  of  the  sec- 
ond specimen  from  the  same  case  is  complete. 


Later  pathologic  report.    See  also  report  of 


No.   i-. 

r.  60 


The  specimen  is  a  small,  irregularly-shaped  piece  of  tissue,  4 
to  5  m.m.  in  its  greatest  dimension. 

Microscopic  Examination. — Specimen  stained  with  hematoxy- 
lin and  eosin. 

The  specimen  is  composed  of  stratified  squamous  epithelium 
and  vascular  connective  tissue,  rich  in  cells.  The  layers  of  the 
epithelium  show  great  variation  in  width,  but  are  in  general  thicker 
than  normal.  Between  the  connective  tissue  papillae  the  epithelium 
projects  in  places  deeply  into  the  underlying  tissue.  In  many  of 
the  projections  the  arrangement  of  the  epithelium  in  relation  to 
the  connective  tissue  is  perfectly  normal,  a  sharp  line  marking  the 
limits  of  the  neighboring  tissues.  Elsewhere,  however,  this  sharp 
demarkation  is  lacking,  and  the  epithelial  cells  are  found  in  irregu- 
lar bands  and  clumps,  more  or  less  infiltrated  by  small,  round  cells 
of  the  connective  tissue  by  which  they  are  surrounded  on  all  sides. 
That  these  distant  epithelial  cells  are  rapidly  proliferating,  is 
shown  by  the  nuclear  figures  present  in  many  of  them. 

Throughout  the  specimen  there  is  a  considerable  infiltration  by 
polymorphonuclear  leucocytes. 

Diagnosis. — Epithelioma  (squamous  cell  carcinoma). 

Note. — In  specimen  ^^^  from  the  same  case  no  portion  of 
the  epithelial  neoplasm  was  present.  Specimen  ^'~^'  (also 
from  the  same  case),  although  suspicious,  would  not  have  justified 
a  diagnosis  of  epithelioma.  The  case  is,  therefore,  interesting  as 
illustrating  the  difficulty  in  obtaining  a  portion  of  the  tumor 
proper  for  examination  ;  it  also  shows  that  one  negative  result 
does  not  disprove  the  presence  of  a  malignant  growth. 

DISCUSSION. 

Dr.  George  L.  Richards,  Fall  River,  Mass.,  said  that  at  the 
meeting  of  the  society,  at  Pittsburg,  two  years  ago,  he  had  raised 
the  question  of  the  difficulty  of  making  the  differential  diagnosis 
between  carcinoma  and  syphilis  at  times.  The  case  that  he  had  re- 
ported at  that  time  had  illustrated  this  difficulty.  The  man  had 
improved  under  the  use  of  large  doses  of  iodide  of  potassium. 
The  fragments  removed  had  been  too  small  for  a  satisfactory 
microscopical  examination.  The  patient's  life  had  been  prolonged 
by  the  tracheotomy.  After  death  the  larynx  had  shown  a  most 
extensive  involvement,  by  a  slowly  extending,  almost  dermoid, 
carcinoma.    This  explained  the  difficulty  of  making  the  diagnosis. 
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Total  extirpation  had  not  been  attempted,  because  of  the  involve- 
ment of  the  esophagus.  It  seemed  to  him  that  the  operation  was 
not  to  he  thought  of,  unless  one  could  he  reasonably  sure  that  the 
area  of  carcinomatous  tissue  was  comparatively  small,  and  that 
the  operation  was  done  sufficiently  early.  I  f  one  could  not  be  sure 
on  these  points,  he  thought  it  preferable  to  do  a  tracheotomy,  and 
make  the  patient  comfortable  for  the  remainder  of  his  days. 

Dr.  E.  L.  Van  Sant,  Philadelphia,  said  that  he  had  seen  the 
case  reported  by  Dr.  ( ribb,  and  could  confirm  all  that  had  heen  said 
by  him  concerning  it. 

Dr.  Arthur  It.  Root,  Albany,  thanked  the  author  for  his  can- 
dor in  presenting  this  paper.  The  few  isolated  cases  reported 
seemed  to  show  that  total  extirpation  of  the  larynx  could  he  done 
and  the  patient  still  survie,  but  a  careful  review  of  the  literature 
seem  to  warrant  one  in  doing  a  tracheotomy  and  allowing  the 
patient  to  get  along  as  comfortably  as  he  could.  Where  the  larynx 
was  put  at  rest  in  this  manner,  the  malignant  process  quieted 
down,  and  life  was  probably  as  much  prolonged  as  by  any  other 
method.  There  was  reason  to  doubt  whether  the  infection  had 
arisen  in  the  manner  suggested.  He  thought  it  would  have  been 
much  better  to  keep  the  patient  on  rectal  feeding,  instead  of  allow- 
ing him  to  take  any  fluid  by  mouth.  Personally,  he  had  much 
faith  in  washing  out  the  rectum  and  using  large  saline  injections. 
In  this  way  a  patient  could  get  along  very  well  for  several  days, 
with  absolutely  no  nourishment  by  the  mouth. 

Dr.  Wendell  C.  Phillips,  New  York,  said  that  from  his 
own  experience  and  observation  he  felt  sure  that  patients  would 
live  longer  if  nothing  more  than  a  tracheotomy  were  done  in  the 
advanced  cases.  He  referred  to  a  case  (which  had  heen  pub- 
lished) in  which  there  was  a  small  growth  occupying  only  one- 
third  of  the  vocal  cord.  He  had  thought  it  to  be  a  simple  papil- 
loma, but  following  his  invariable  rule  to  have  all  growths 
examined  microscopically,  the  pathologist  had  reported  it  to  be  a 
carcinoma.  At  the  time  of  operation  there  had  been  no  glandular 
enlargement,  so  that  it  was  one  of  the  few  cases  coming  to  the 
laryngologist  in  the  primary  stage.  The  man  had  nearly  died  of 
septic  pneumonia,  in  spite  of  careful  nursing.  He  had  eventually 
recovered  from  the  operation,  and  had  now  survived  it  a  little 
over  three  years,  with  no  sign  of  recurrence.  Advanced  cases  of 
malignant  growths  of  the  larynx  should  he  left  alone  in  the  present 
state&of  our  operative  technique.  If  only  tracheotomy  were  done, 
the  patients  rarely  suffered. 

Dr.  NoRVAL  H.  Pierce,  Chicago,  said  that  he  had  had  three 
cases  of  carcinoma  of  the  larynx.  All  had  been  operated  by  ex- 
tirpation of  the  larvnx  ;  all  had  died  within  nine  days.  One  impor- 
tant lesson  to  be  learned  from  the  paper  was  that  positive  reliance 
could  not  always  be  placed  on  microscopical  examinations  of 
parts  removed  from  the  surface  of  growths.  For  the  removal  of 
deeper  portions  Schroetter  had  devised  a  special  instrument.  He 
knew  of  a  case  of  carcinoma  occurring  in  the  practice  of  a  col- 
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league,  originating  on  the  vocal  cord,  which  had  been  removed 
by  laryngo-rlssure.  The  region  around  the  carcinoma  had  been 
excised.  This  occurred  over  a  year  ago,  and  the  patient  was 
known  to  have  been  alive  three  months  ago,  with  no  recurrence. 
Most  of  these  patients  died  of  septic  pneumonia ;  the  next  most 
frequent  cause  of  death  was  general  sepsis.  This  is  not  surprising 
when  it  is  remembered  that  the  mouth  cavity,  or  the  lower  portion 
■of  the  pharynx  was  necessarily  opened,  and  the  infectious  secre- 
tions from  the  mouth  could  not  be  kept  from  the  wound.  The 
tugging  on  the  trachea  was  remediable  by  an  improved  technique. 
The  cause  of  the  tugging  was  obscure ;  it  might  be  due  to  the 
weight  of  the  lungs.  The  technique  of  laryngo-fissure  and  ex- 
tirpation of  the  larynx  is  improving,  and  the  mortality  diminish- 
ing, so  that  one  should  not  speak  too  sweepingly  concerning  the 
non-advisability  of  operating. 

Dr.  R.  C.  Myles  said  that  he  had  studied  with  renewed  interest 
the  subject  of  extirpation  in  laryngeal  operations  for  many  years. 
The  statistics  were  certainly  not  very  flattering.  It  should  be 
remembered  that  life  was  not  worth  much  to  a  person  afflicted 
with  a  malignant  tumor  of  the  larynx.  In  the  case  he  presented 
before  the  American  Medical  Association,  in  Philadelphia,  the 
result  had  been  rather  disappointing.  When  seen  a  year  or  more 
after  operation  he  had  been  in  excellent  shape.  After  a  time  he 
had  developed  vomiting,  gastric  distress  and  other  evidence  of  a 
malignant  growth  of  the  pylorus,  and  had  eventually  wasted  away 
and  died.  He  believed  if  the  operation  on  the  larynx  had  been 
done  a  few  months  earlier  this  man  would  have  been  permanently 
cured.  He  would  protest  unreservedly  against  these  late  operations. 

Dr.  Lewis  C.  Kline,  Indianapolis,  Ind.,  said  that  he  had  been 
interested  in  Dr.  Myles'  case,  and  was  glad  to  hear  the  ultimate 
result.  At  that  time  the  speaker  said  that  he  had  taken  the  ground 
that  if  he  had  been  the  patient  he  would  have  prefered  to  be  let 
alone.  He  could  recall  six  cases  of  carcinoma  of  the  larynx.  In 
one  occasion  a  physician  had  nearly  suffocated  in  his  office.  He 
was  taken  to  the  hospital,  a  tracheotomy  performed  within  a  few 
hours.  This  was  intended  as  an  operation  preliminary  to  opening 
the  larynx,  but  nothing  further  was  done.  The  patient  returned 
to  his  home,  and  finally  died.  In  the  other  cases  he  had  advised 
against  operation,  and  he  believed  this  was  the  best  plan  in  such 
advanced  cases. 

Dr.  Otto  Joachim,  of  New  Orleans,  said  that  it  was  only  too 
true  that  laryngologists  rarely  saw  the  early  cases,  but  he  had  had 
an  opportunity  of  seeing  such  a  case  in  the  person  of  a  colleague. 
There  had  been  no  difficulty  in  this  instance  in  making  the  diag- 
nosis. The  patient  had,  on  his  advice,  been  operated  upon,  and 
had  made  an  excellent  recovery.  The  disease  had  never  recurred 
in  this  locality,  but  he  had  died  about  two  years  later  from 
metastases. 

Dr.  Gibb,  in  closing,  said  that  he  was  sorry  to  see  American 
surgeons  so  pessimistic,  when  our  German  brethren  were  so  en- 
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thusiastic  about  the  operation.  He  himself  did  not  feel  quite  so 
enthusiastic  as  formerly.  Sendziae  had  collected  108  cases  of  total 
extirpation.  In  24  the  result  was  perfect.  The  shortest  period 
without  recurrence  being  three  years,  and  the  longest  eight  years. 
There  were  eleven  cases  of  partially  good  results,  i.e.,  those  in 
which  a  sufficient  time  had  not  elapsed  to  eliminate  the  possi- 
bility of  recurrence.  It  should  be  stated,  however,  that  there  was 
a  mortality  of  72.2  per  cent. 

He  prefers  laryngectomy,  because  tracheotomy  offers  only  a 
brief  respite — the  disease  goes  on.  Laryngectomy,  to  be  sure, 
takes  desperate  chances,  but  gives  the  patient  a  possibility  of  com- 
plete cure,  and,  if  unsuccessful,  terminates  the  case  quickly. 


paper : 

SUPRARENAL  EXTRACT  IN  THE  TREATMENT  OF 

NASAL  HYDRORRHEA. 


BY  BERNARD  BERENS,    M.D. 


Mrs.  S.,  age  thirty-eight,  married,  no  children.  Slender 
build,  neurotic  temperment,  anemic  appearance.  Has  had  the 
common  diseases  of  childhood,  but  nothing  serious  enough  to 
confine  her  to  bed,  until  the  beginning  of  the  present  trouble. 
No  history  of  traumatism  or  specific  infection.  Consulted  me 
in  December,  1898,  for  a  persistent,  watery  discharge  from 
the  left  nostril,  which  began  six  weeks  previously,  after  an  at- 
tack of  influenza,  and  for  which  she  had  been  treated  by  her 
family  physician.  The  discharge  was  continuous,  night  and 
clay,  showed  no  periodicity,  and  varied  from  16  to  24  fluid 
ounces  in  twenty-four  hours.  It  was  not  influenced  by 
climatic  changes,  there  was  no  irritation  or  excoriation  of  the 
nose  from  the  discharge,  but  the  incessant  flow  was  rapidly 
exhausting  the  patient. 

Chemical  analysis  of  fluid :  Appearance  clear,  watery,  sp. 
gr.,  1014;  reaction,  alkaline.  Present:  Sodium  chloride,  po- 
tassium chloride,  phosphates,  soda,  lime,  mucin.  Absent: 
Sugar,  urea,  albumen.  Microscopical:  Columnar  epithelium. 
No  leucocytes. 

Examination  of  the  nasal  cavities  showed  in  the  right  cho- 
ana  a  slight  hypertrophy  of  the  mucous  membrane,  of  the 
lower  turbinate  in  the  left  choana,  no  abnormality  in  struc- 
ture, but  a  sensitive  area  over  the  convexity  of  the  mucous 
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membrane,  of  the  middle  turbinate.  The  sense  of  smell  and 
general  sensibility  of  the  nose  and  face  were  normal.  There 
was  no  sneezing,  lacrimation  or  disturbance  of  taste  sense. 

\  ision,  ,:/c  both  eyes,  with  a  manifest  hyperopia  of  .75. 
The  eye  grounds  showed  no  change  and  the  visual  fields  were 
normal.  The  patient  was  greatly  exhausted,  but  complained 
of  no  headache,  neuralgia  or  painful  sensation,  and  had  no 
attacks  of  vomiting.  Pulse  108,  temperature  98.  Examina- 
tion of  urine,  negative.  ,No  heart  murmur  or  cardiac  vascu- 
lar changes,  no   exophthalmos. 

Treatment. — Ordered  digitaline  (Merck)  in  increasing 
doses,  until  she  was  taking  1/25  gr.  t.  d.,  combined  with  atropia 
sulphate  Y200  gr.,  and  strychnia  sulphate  1/2f>  gr.  t.  d. 

Full  diet,  with  Guinness'  stout.  Locally  cauterized  the 
sensitive  area  of  mucous  membrane  of  the  left  middle  tur- 
binate, and  prescribed  spray  of  benzoinol  with  carbolic  acid 
and  iodine.  A  4-per-cent.  solution  of  cocaine  was  given  the 
patient,  to  use  at  night,  or  when  the  flow  was  unusually  pro- 
fuse. In  ten  days  the  patient  reported,  feeling  generally  im- 
proved, but  with  the  flow  the  same.  Nitrate  of  silver,  ]/\  gr. 
t.  d.,  was  added  to  the  above  treatment,  with  no  improvement. 
Zinc  sulphate,  locally  and  internally,  were  equally  without 
effect. 

On  January  7,  1899,  a  105  solution  of  suprarenal  extract, 
freshly  prepared,  was  applied  on  cotton  to  her  left  choana,  and 
allowed  to  remain  ten  minutes.  On  its  withdrawal  the  flow, 
while  diminished,  still  persisted,  the  local  and  general  treat- 
ment were  now  discontinued,  and  5-grain  tablets  of  supra- 
renal extract  ordered,  one  tablet  to  be  taken  every  two  hours, 
internally. 

The  patient  reported  the  following  day,  that,  after  the 
third  dose,  the  flow  had  ceased  entirely ;  treatment  continued 
for  a  week  with  like  results.  Dose  then  diminished  to  5 
grains  t.  d.,  for  the  following  two  weeks,  with  apparent  cure. 
After  three-weeks'  interval,  the  patient  reported  a  slight  re- 
turn of  flow.  Suprarenal  tablets,  5-grain,  were  again  ordered, 
t.  d.,  for  a  month ;  have  seen  and  heard  from  patient  fre- 
quently since,  and  there  has  been  no  recurrence. 

"While  aware  that  the  result  of  the  treatment  in  this  case 
may  be  one  of  post-boc-propter-hoc,  the  relief  was  so  imme- 
diate and  striking  after  the  internal  exhibition  of  the  remedy 
that  the  case  seems  worthy  of  record.     In  regard  to  the  phys- 
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iological  action  and  diagnosis,  a  few  words  may  not  be  in- 
appropriate. It  is  well  known  that,  locally,  suprarenal  extract 
exerts  a  powerful  constricting  influence  on  the  subjacent  ves- 
sels and  tissues. 

From  the  above  case  it  seems  plausible  to  assume  that  it 
also  acts  either  upon  the  vasomotor  center  in  the  medulla,  or 
upon  the  sympathetic  filaments  in  the  Gasserian  ganglion. 

In  regard  to  diagnosis,  there  are  many  who  deny  the  ex- 
istence of  rhinorrhea,  per  se,  attributing  it  to  a  flow  of  cere- 
brospinal fluid  through  the  nose.  In  The  New  York  Medical  Jour- 
nal, Volume  LXXI.,  No.  13,  Freudenthal  reports  a  case  described 
as  a  persistent  discharge  of  cerebrospinal  fluid  through  the 
nose,  attributing  the  same  to  a  tumor  of  the  hypophysis  cere- 
bri (assumed),  and  basing  his  diagnosis,  first  on  the  presence 
of  a  reducing  substance,  thought  to  be  .05  per  cent,  of  sugar, 
and,  second,  constancy  of  flow.  This  slight  trace  of  sugar 
can  be  accounted  for  by  the  reagent,  it  being  well  known  that 
a  reduction  will  frequently  occur  when  stale  solutions  of 
1  ehling,  and  other  tests,  are  used,  and  no  sugar  is  present. 
In  the  same  journal.  McCaskey  also  reports  a  case  of  angioma 
of  the  cerebellum  (verified)  post-mortem,  in  which  a  flow 
from  the  nose  was  attributed  to  a  discharge  of  cerebrospinal 
fluid.  That  nasal  hydrorrhea  is  due  to  a  neurosis  of  the  fifth 
nerve,  affecting  the  secretion  of  the  nose,  as  suggested  by 
Bosworth,  and  not  to  a  flow  of  cerebrospinal  fluid,  would 
appear  from  the  following : 

First. — In  its  normal  physiological  state,  the  mucous  mem- 
brane of  the  nose  secretes,  in  twenty-four  hours,  from  two  to 
three  pints  of  fluid,  which,  in  health,  is  taken  up  by  the  in- 
spired air.  Any  change  in  the  mucous  membrane  or  in  nervous 
mechanism  controlling  secretion  will  alter  the  amount  se- 
creted, or  the  quantity  taken  up  by  the  inspired  air,  namely, 
changes  in  the  mucous  membrane  itself,  as  in  ordinary  colds, 
or  in  neurotic  affections,  as  in  the  one  under  consideration, 
increasing  the  amount  of  secretion).  An  analogy  is  found  in 
lacrimation  from  disease  of,  or  foreign  body  in,  the  eye,  on  the 
one  hand,  or  in  emotional  (nervous)  conditions  on  the  other, 
producing  increased  flow  of  tears ;  in  fact,  the  word  hydrorrhea 
was  at  first  applied  to  excessive  lacrimation  from  chronic  Egyp- 
tian ophthalmia. 

Second. — The  general  absence  in  the  discharge  of  nasal 
hydrorrhea  of  albumen,  which,  according  to  Quincke,  varies 
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from  8  parts  per  1,000  in  tumor  of  the  brain,  5  parts  per  1,000 
in  tubercular  meningitis,  and  7  parts  per  1,000  in  abscess  of 
the  brain. 

Third. — The  absence  of  sugar  in  the  discharge  of  nasal  hydror- 
rhea, and  its  presence  in  tumor,  though  rarely  present  in 
inflammation. 

Fourth. — The  enormous  flow  of  fluid  in  nasal  hydrorrhea,  up 
to  twenty-four  fluid  ounces,  as  compared  with  the  normal 
quantity  of  cerebrospinal  fluid,  which  amounts,  according  to 
Magendie,  to  but  two  fluid  ounces  in  the  entire  cerebrospinal 
track. 

Fifth. — The  marked  absence  of  nasal  hydrorrhea  as  a  symptom 
in  cases  of  tumor  or  inflammatory  affection  of  the  brain.  No 
standard  work  on  nervous  diseases  alluding  to  a  nasal  discharge 
as  a  symptom  of  brain  affections. 

In  the  cases  above  mentioned,  there  was  unquestionably  a 
nasal  flow,  but  that  it  was  of  cerebrospinal  fluid  is  very  doubt- 
ful. It  is  quite  probable  that  the  tumor  acted  as  an  irritant, 
sending  afferent  impulses  to  the  Gasserian  ganglion,  there  to 
be  converted  into  efferent  impulses  to  the  nose,  affecting  its 
secretion. 

Sixth. — The  lack  of  any  anatomical  grounds  whereby  a  flow 
of  cerebrospinal  fluid  could  be  established  from  the  subarach- 
noidean  space  to  the  nasal  chambers. 

The  frequent  absence  of  albumin  and  sugar  in  the  fluid 
discharged  in  the  cases  of  hydrorrhea  was  one  point  in  favor 
of  its  not  being  cerebrospinal  fluid ;  another  was  the  enor- 
mous quantity  of  fluid  voided.  Moreover,  there  was  no  an- 
atomical ground  for  the  establishment  of  a  flow  between  the 
subarachnoid  space  and  the  nasal  chambers. 

DISCUSSION. 

Dr.  C.  P.  Linhart,  Columbus,  O.,  said  he  was  reminded  of  a 
case  seen  in  a  young  man.  This  person  had  used  about  one  dozen 
handkerchiefs  daily  for  three  months  previously,  beginning  with 
a  severe  cold,  and  growing  slowly  worse.  After  trying  various 
local  applications  without  benefit  he  had  made  use  of  a  spray  of 
Dobell's  solution,  with  a  dram  of  the  suprarenal  extract  to  the 
ounce.  Within  three  days  the  discharge  had  been  reduced  to  such 
an  extent  that  only  two  or  three  handkerchiefs  were  used  daily. 
There  seemed  to  be  more  fluid  discharged  from  the  side  on  which 
the  turbinal  was  the  more  swollen.  After  four  or  five  weeks  of 
this  treatment  the  discharge  had  ceased.     It  was  expected  that 
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it  would  return  during  the  winter,  and  it  had  done  so,  but  had 
been  promptly  checked  by  the  same  application. 

Dr.  Sargent  1".  Snow,  Sryacuse,  said  that  he  had  seen  a  few 
of  these  cases,  and  they  had  recovered  before  the  use  of  the  supra- 
renal extract.  He  was  in  accord  with  the  author  in  his  argument 
that  this  discharge  was  not  cerebrospinal  fluid.  He  had  no  routine 
treatment  for  these  cases,  treating  each  one  according  to  the 
special  local  conditions  found.  1  le  had  had  probably  ten  cases  of 
well  marked  hydrorrhea,  four  very  profuse,  and  they  had  all  re- 
covered by  attention  to  the  nasal  and  ethmoidal  drainage. 

Dr.  M.  D.  Lederman,  New  Vork,  said  that  in  the  recent  lit- 
erature on  this  subject  he  had  found  that  the  character  of  the  dis- 
charge had  been  described  more  particularly  with  reference  to  its 
action  upon  the  linen  handkerchief,  and  the  presence  of  a  "re- 
ducing" substance. 

Dr.  Wendell  C.  Phillips,  New  York,  said  that  he  was  not 
altogether  clear  as  to  just  what  was  meant  by  nasal  hydrorrhea, 
but  he  had  had  a  case  which  might  come  under  that  head.  A 
young  society  woman  had  souglit  his  advice,  because  of  a  trouble- 
some watery,  nasal  discharge.  Examination  showed  all  of  the 
tissues  waterlogged.  He  had  made  the  diagnosis  of  abscess  of 
the  septum,  and  had  incised  the  latter,  but  no  pus  had  been  evac- 
uated, only  fluid.  Moreover,  this  treatment  had  done  no  good 
whatever.  There  was  little  in  her  general  condition  to  excite  sus- 
picion, except  the  tendency  to  gout.  Finally,  in  desperation  he 
had  instructed  had  to  use  a  powder-blower  containing  suprarenal 
extract.  This  was  used  at  night,  and  gave  prompt  relief.  After 
a  few  days  of  this  treatment  she  recovered.  This  method  of  using 
the  extract  seemed  to  him  the  most  efficient,  except  in  those  indi- 
viduals in  whom  the  powder  is  irritating. 

Dr.  Lederman  said,  regarding  the  irritation  produced  by  the 
powdered  suprarenal  extract,  that  he  had  induced,  in  a  medical 
friend,  by  this  application,  a  most  profuse  and  irritating  nasal  dis- 
charge, which  had  lasted  for  forty-eight  hours,  and  had  been  as- 
sociated with  a  temperature  of  ioi°  F.  When  administering  it 
internally  it  should  be  combined  with  some  stimulant,  to  avoid 
cardiac  depression. 

Dr.  Myles  said  he  had  been  using  the  powder  for  about  three 
years,  and  had  met  with  only  few  cases  exhibiting  this  irritative 
action,  probably  not  more  than  one  in  twenty  or  thirty.  There 
were  such  persons,  however,  and  the  effect  on  them  was  certainly 
dreadful.  He  had  often  thought  that  the  constitutional  and  local 
effect  of  this  remedy  might  be  influenced  by  the  individual's  supra- 
renal gland.  He  usually  tested  the  individual  case  by  applying 
powdered  suprarenal  extract,  with  a  swab,  to  the  turbinal.  If  it 
whitened  the  part  quickly,  the  result  of  such  treatment  would 
usually  be  found  satisfactory. 

Dr.  Berens,  in  closing,  expressed  regret  that  the  differential 
diagnosis  had  not  been  brought  out  more  clearly.  He  had  been 
astonished  to  learn  from  the  discussion  that  nasal  hydrorrhea  is  so 
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frequent,  and  that  it  is  such  a  curable  disease.  A  distinguishing: 
point  between  nasal  hydrorrhea  and  a  discharge  of  cerebrospinal 
thud  was  in  the  reduction  of  sugar.  The  digitalin  had  been 
administered  in  his  cases  merely  to  increases  the  ueneral  tone. 


paper : 
NASAL  AND  POST-NASAL  SYNECHIA.* 


BY    PRICE-BROWN,    M.D. 


The  presence  of  synechias  within  one  or  other  of  the  nasal 
cavities  is  a  pathological  condition  so  frequently  met  with  by 
every  rhinologist  that  one  is  almost  inclined  to  doubt  the 
wisdom  of  taking  up  the  time  of  the  Fellows  of  this  Society 
in  the  discussion  of  such  a  subject. 

It  seems  to  me,  however,  that  the  very  facts  of  its  fre- 
quency, on  the  one  hand,  and  the  apparent  simplicity  of  its 
management,  on  the  other,  which  is  more  apparent  than  real, 
are  sufficient  reasons  for  warranting  careful  attention  to  the 
subject. 

During  recent  years  many  monographs,  long  or  short,  have 
been  written  upon  it ;  among  which  T  might  mention  those  of 
Kyle,  Moline,  Scheppegrell,  Van  Sant,  Watson. 

You,  no  doubt,  are  all  familiar  with  these  and  the  views 
they  express,  and  I  will  not  weary  you  by  referring  to  them 
again.  But,  if  by  a  brief  statement  of  my  own  views  upon  the 
subject,  founded  upon  personal  observation,  I  can  create  a 
general  discussion,  and  induce  the  gentlemen  present  to  favor 
us  with  the  result  of  their  own  personal  experience,  it  is  just 
possible  that  a  condition  of  filings  which  is  so  often  produced 
by  the  operating  rhinologist  himself,  may,  from  our  side  of 
the  question  at  least,  be  consigned  to  the  limbo  of  the  past, 
rarely  again  to  arise  as  a  result  of  the  rhinologist's  surgical 
traumatism. 

Far  be  it  from  me  to  express  the  opinion  that  the  majority 
of  cases  are  the  result  of  our  own  injudicious  treatment;  yet 
undoubtedly  many  of  them  are.  This  may  arise  from  unwise 
operations,  lack  of  care  in  after-treatment,  or  from  one  cause 
or  other  our  inability  to  keep  sufficient'  control  over  the  future 
progress  of  the  case. 
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The  last  mentioned  is  a  point  I  would  like  to  emphasize 
before  entering  more  fully  into  the-  subject. 

Is  it  not  a  fact  that  the  comparative  post-operative  immu- 
nity from  pain  in  nasal  cases  is  a  condition  favoring  the  devel- 
opment of  these  synechiae?  That  is  to  say,  the  patient  after 
intra-nasal  operation  experiences  so  much  less  pain  than  he 
anticipated  that  he  is  very  apt  to  consider,  the  operation  once 
over,  that  the  wound  can  take  care  of  itself.  Hence  he  for- 
sakes attendance  upon  the  rhinologist  long  before  the  parts 
are  perfectly  healed. 

A  synechia  may  be  described  as  a  bony,  cartilaginous,  or 
fibrous  band,  unnaturally  connecting  together  the  opposite 
walls  of  a  cavity.  It  occurs  most  frequently  between  the 
middle  turbinal  and  the  septum.  Next  between  the  inferior 
turbinal  and  the  septum.  It  may  also  occur  between  the  lower 
turbinal  and  inferior  meatus,  the  middle  turbinal  and  the  ex- 
ternal wall,  or  between  the  two  lower  turbinal  bodies.  In  the 
nasopharynx  the  synechia  is  usually  found  connecting  the 
lip  of  one  or  other  of  the  Eustachian  tubes  to  some  part  of 
the  pharyngeal  vault. 

Pathologically,  it  is  almost  invariably  either  osseous  or 
fibrous  in  character.  The  synechia  can  only  be  cartilaginous 
when  situated  in  the  extreme  anterior  region,  where  the  sep- 
tum lies  directly  opposite  the  superior  or  inferior  lateral  car- 
tilages; and  the  condition  in  this  region  is  so  exceedingly 
rare  as  to  be  practically  non-existent.  . 

When  osseous,  it  usually  consists  of  solid  union  between 
the  septum  and  the  outer  wall,  either  of  the  middle  turbinated 
with  the  perpendicular  plate  of  the  ethmoid  or  the  inferior 
turbinated  with  the  vomer. 

Almost  all  other  synechiae,  wherever  situated,  are  of  a 
fibrous  character,  the  result  of  inflammatory  adhesion  between 
two  abraded  surfaces.  When  these  abraded  surfaces  are  kept 
constantly  in  contact  for  a  considerable  length  of  time,  the 
capillary  circulation  extends  from  side  to  side,  and  the  attrac- 
tion of  cohesion  finally  develops  into  permanent  union,  the 
synechia  being  the  result. 

The  etiology  of  the  formation  of  these  false  bands  is  a 
many-sided  question.  I  think  it  is  rarely  if  ever  a  true  con- 
genital condition.  The  predisposition  may  be  congenital  pos- 
sibly;   but  the  inflammatory  action  essential  to  development 
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of  the  synechia  is  scarcely  likely  to  occur  during  intra-uterine 
life. 

The  cause  in  all  cases  I  believe  to  be  either  directly  or  in- 
directly traumatic.  By  directly  traumatic  I  mean  direct 
physical  injury  of  one  form  or  another,  either  by  the  surgeon's 
knife,  saw,  or  cautery,  or  whatever  other  instrument  he  may 
use  in  operating  upon  his  case ;  or  from  direct  accidental  in- 
jury to  the  parts  themselves. 

By  indirect  traumatism  I  mean  simple  abrasion  of  the  sur- 
faces from  forcible  blowing,  when  the  swollen  tissues  are 
cither  almost  or  altogether  in  contact ;  or,  abrasion  of  the  sur- 
faces by  continuity  of  contact,  as  in  cases  of  chronic  conges- 
tive hypertrophy  of  the  middle  and  inferior  turbinated  bodies. 
In  the  latter  condition,  the  vitality  and  resistance  of  the  mu- 
cosa are  in  some  cases  so  materially  impaired  that  the  soggy 
tissues  lose  their  contractile  tonicity,  and  the  membrane  at  the 
part  of  greatest  pressure  becomes  so  thin  that  intercapillary 
circulation  is  readily  developed. 

Perhaps  of  surgical  instruments  the  electro,  or  galvano-cautery 
is  the  one  of  all  others,  the  use  of  which  within  the  nasal  passages 
is  most  likely  to  be  followed  by  the  development  of  this  condition. 

I  do  not  want  it  to  be  understood  that  I  side  at  all  with  the 
wholesale  condemnation  of  the  electro-cautery,  which  is  at  present 
becoming  the  fashion  with  rhinologists.  I  fear  that  with  us,  as 
with  other  men,  the  pendulum  is  allowed  to  swing  from  one  ex- 
treme to  the  other;  and  we  have  not  yet  learned  to  run  the  happy 
mean.  I  believe  that  when  used  with  judicious  care  and  precision, 
and  in  properly  selected  cases,  there  is  no  instrument  more  useful 
in  our  whole  armamentarium.  But  that  does  not  invalidate  the 
fact  of  its  effect  in  producing  nasal  synechia?. 

There  are  two  reasons  for  this,  the  first  being  the  escharotic 
effect  produced  by  the  high  temperature  of  the  cautery  on  the  wall 
opposite  to  the  one  operated  upon.  The  other,  the  fact  that  cautery 
operations  are  more  frequently  followed  by  temporary  edema  than 
are  those  of  any  other  instrument.  Hence,  when  the  chink  is  nar- 
row, the  cautery  should  not  be  used  unless  we  can  secure  complete 
separation  of  the  two  surfaces  until  healing  has  been  completed. 

When  operations  are  performed  with  other  instruments,  such 
as  the  knife,  saw,  scissors,  chisel,  etc.,  the  mucous  membrane  of 
the  opposite  wall  should  not  be  injured  at  all,  while  subsequent 
edema  of  the  part  operated  upon  is  less  frequent;  and  hence  the 
formation  of  synechia?  not  so  likely  to  follow. 
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The  prolonged  existence  of  turbinal  hypertrophy  is  not  an  un- 
common cause  of  fibroid  or  ligamentous  synechia.  I  have  observed 
this  as  a  result  in  several  cases  of  atrophy  of  the  turbinates;  cases 
in  which,  with  almost  complete  shrinkage  of  the  middle  turbin- 
ated body,  ligamentous  bridges  had  formed,  connecting  the  lower 
border  with  the  external  wall.  The  only  reasonable  conclusion 
seemed  to  be  that  a  former  hypertrophy  had  tilled  the  cavity;  abra- 
sion had  connected  contiguous  surfaces  at  the  most  dependent,  and 
hence  most  congested  parts,  and  union  had  become  perfect  before 
the  subsequent  atrophy  had  commenced. 

Cases  sometimes  come  under  observation  in  which  no  history 
can  be  traced,  and  in  which  direct  traumatism  is  out  of  the  ques- 
tion. For  instance,  I  have  just  now  a  vocalist  who  came  for  throat 
trouble,  but  had  no  idea  there  was  anything  wrong  in  her  nose. 
She  never  had  nasal  treatment  of  any  kind.  Jn  the  left  nasal  pas- 
sage, two  centimeters  from  the  naris,  in  a  wide  nasal  chamber,  a 
thick  band  had  formed,  connecting  the  anterior  inferior  end  of  the 
lower  turbinated  to  the  septum.  Query — how  did  it  occur? 
Healthy  mucous  membrane  all  around.  Room  enough  to  breathe 
freely  through  the  passage  independent  of  the  synechia.  My  im- 
pression was  that  during  early  life  the  dependent  end  of  the  tur- 
binated had  pressed  against  a  slightly  bulging  septum  until 
union  had  occurred.  And  when,  on  closer  inquiry,  I  found  that 
she  was  a  hemophilia,  the  case  became  clear. 

In  the  post-pharynx  the  pathology  and  etiology  are  very  similar 
to  what  they  are  in  the  nasal  chambers.  There  the  synechia'  arc- 
always  of  a  fibrous  or  ligamentous  character,  and  the  parts  con- 
nected are  one,  or  other,  or  both,  of  the  Eustachian  tubes  to  the 
upper,  or  back,  part  of  the  pharyngeal  vault. 

Careless  or  ineffectual  removal  of  the  adenoids  may  readily  be 
a  cause  of  Eustachian  synechia.  When  a  single  large  central  piece 
is  removed  the  ragged  edges  are  likely  to  drop  down  onto  the  lips 
of  the  Eustachian  tubes,  and,  if  from  careless  handling  of  instru- 
ments the  bulbs  have  been  bruised,  synechiae  can  readily  form. 
We  cannot  be  too  careful  in  our  treatment  of  these  cases,  and 
should  do  our  best  always  to  prevent  accidents  of  this  kind  from 
occurring. 

I  believe,  however,  that  in  the  nasopharynx  the  most  frequent 
cause  is  indirect,  instead  of  direct  traumatism — the  very  opposite 
of  its  occurrence  within  the  nasal  chambers.  Perhaps  in  this  va- 
riety there  is  only  a  single  proximate  cause;  and  that  is  excessive 
redundancy  of  pharyngeal  tonsillar  tissue.    When  adenoids  are  ex- 
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cessively  developed,  it  is  a  well-known  fact  that  severe  colds  or 
high  fehrile  action  are  sometimes  accompanied  by  slight  hemor- 
rhage from  the  nasopharynx.  What  more  natural  than  for  the 
hemorrhage  to  arise  from  the  spongy  tissue  pressing  hard  upon 
the  extremities  of  the  Eustachian  tubes?  The  abrasion  once  oc- 
curring, the  continual  pressure  might  eventually  result  in  union. 

Be  this  theory  correct  or  not,  I  have  on  several  occasions  found 
direct  ligaments  binding  the  Eustachian  tube  to  the  base  of  a 
shrunken  pharyngeal  tonsil ;  and  in  which  no  operation  of  any  kind 
had  previously  been  performed. 

1  might  mention  here  one  peculiar  case  that  I  saw  several  years 
ago.  It  occurred  in  a  young  man,  aged  twenty-one.  He  had 
never  received  either  nasal  or  pharyngeal  treatment.  Whenever  he 
attempted  to  sing,  he  said  the  voice  sounded  as  if  it  penetrated  the 
left  ear  through  the  throat,  producing  a  very  disagreeable  sensa- 
tion. On  examination,  I  found  a  shrunken  pharyngeal  tonsil 
tightly  attached  to  the  posterior  superior  lip  of  the  left  tube  by  a 
broad  ligamentous  band,  seemingly  counteracting  the  natural  tend- 
ency to  closure  of  the  tube.  The  consequence  was  that  the  tube 
being  constantly  open,  the  sound  of  his  own  voice  reached  the  ear 
through  it,  as  well  as  through  the  external  auditory  canal.  I  re- 
moved the  synechia  by  curette  and  digital  operation,  and  the  result 
was  perfect  relief  from  the  abnormal  vocal  sounds. 

There  is  one  other  variety  of  nasopharyngeal  synechia  I  would 
like  to  mention,  and  that  is  a  perfectly  symmetrical  bilateral  syne- 
chia extending  over  the  vault  of  the  pharynx  from  lip  to  lip  of  the 
Eustachian  tubes.  I  have  seen  several  instances  of  this,  and  in  two 
cases  in  which  the  synechia  was  accompanied  by  adenoid  enlarge- 
ment, I  removed,  as  I  thought  successfully,  the  entire  synechia. 
Within  a  year,  however,  in  each  case,  I  had  the  opportunity  to  ex- 
amine the  patient  again,  to  find,  although  there  was  no  return  of 
adenoid  tissue,  there  was  complete  redevelopment  of  the  cicatricial 
band. 

With  regard  to  prognosis.  In  synechia  of  the  nose,  this  de- 
pends almost  entirely  upon  the  attention  and  time  that  the  surgeon 
can  devote  to  his  case.  When  the  cavity  across  which  the  band  is 
formed  is  wide,  the  prognosis  is  most  favorable.  When  the  chink 
is  a  narrow  one,  the  cure  is  more  prolonged,  and  without  the 
greatest  of  care,  often  unsatisfactory. 

In  treatment  there  is  a  diversity  of  methods,  from  Scheppe- 
grell's  artistic  sweep,  with  celluloid  sound  and  silk  and  wire,  down 
to  Watson's  simple  friction. 
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But  1  will  not  detain  you  with  enumeration  of  these,  but  sun- 
ply  speak  of  the  methods  1  have  found  the  must  useful. 

In  the  bony  synechia,  between  the  vomer  and  the  inferior  tur- 
binated,  i  have  found  the  saw  to  he  the  most  useful  instrument, 
choosing  one  with  a  strong,  wide,  cutting  edge  and  narrow  hack, 
severing  the  part  tirst  at  one  side,  and  then  sawing  the  chink  a  lit- 
tle wider  at  the  other. 

The  saw  can  also  he  used  in  middle  turbinated  osseous  syne- 
chia, though  its  limitations  are  more  marked.  To  keep  the  parts 
open  1  have  used  cotton  wool  tampons,  soaked  in  alholene — 1  like 
them  better  than  gauze,  or  thin  rubber  sheeting— made  wide  enough 
to  completely  cover  the  raw  surface.  By  its  own  elasticity  it  will 
usually  retain  its  position.  It  may  readily  he  kept  in  place 
three  or  four  days,  or  a  week,  without  removal.  To  keep  the  parts 
free  from  discharges  alholene  sprays  have  been  used  two  or  three 
times  a  day  ;  and  the  patient  has  been  directed  to  lie  on  the  oppo- 
site side  to  the  one  operated  upon,  to  favor  gravitation. 

In  removing  fibroid  synechia-,  I  have  found  the  knife,  scissors, 
or  hooked  nasal  knife,  the  most  useful,  very  rarely  indeed  using  the 
cautery.  When  there  is  a  single  ligamentous  band,  it  can  be 
clipped  out  at  each  end  by  appropriate  scissors.  When  the  space 
is  small,  and  the  synechia  likewise,  the  simple  sharp  hook  passed 
through  it  from  behind  forwards  will  sever  the  parts  and  cause  a 
chink. 

Any  hemorrhage  that  occurs  at  the  time  1  always  consider  an 
advantage  to  the  patient.  These  cases  almost,  invariably  require 
the  insertion  of  tampons  of  one  form  or  other.  As  I  said  before. 
I  do  not  like  gauze,  but  prefer  absorbent  cotton  soaked  in  one  of 
the  hvdrocarbon  oils,  and  left  in  situ  for  several  days  without 
being  disturbed,  except  to  keep  the  passage  above  and  below 
cleansed  and  open. 

In  some  of  these  cases  I  have  used  to  advantage  the  rubber 
sheeting  already  referred  to.  and  found  it  an  excellent  adjunct. 

With  regard  to  the  length  of  time  that  absorbent  cotton  can  be 
retained  without  becoming  offensive  or  producing  any  injurious 
effect,  I  may  say  that  in  the  case  I  referred  to  in  the  commence- 
ment of  this  paper,  I  removed  the  tampon  two  days  ago.  It  had 
been  in  position  ten  days,  the  passages  above  and  below  having 
been  kept  free  by  the  daily  use  of  albolene  sprays.  The  parts  were 
moulded  to  a  proper  form,  the  chink  clearly  open,  and  the  surfaces 
almost  healed,  without  producing  at  any  time  the  slightest  distress 
to  the  patient,  or  offensiveness  of  breath. 
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One  point  here  I  want  to  emphasize,  and  that  is,  I  do  not  use 
aqueous  syrays  at  all  in  these  cases,  but  hydrocarbon  oils  thrown 
through  the  atomizer  by  means  of  compressed  air. 

In  removing  post-nasal  synechia?  between  the  Eustachian  tube 
and  the  vault,  I  have  used  the  cautery  blade  passed  up  behind  the 
palate  with  success.  Usually,  however,  I  have  employed  a  narrow 
Gottstein  curette  and  the  finger-nail.  Of  course,  tampons  are  not 
required  in  this  region. 
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Clinical  experience  teaches  us  that  the  nasal  mucous  mem- 
brane offers  decided  resistance  to  the  invasion  of  harmful 
micro-organisms.  Wagner  has  noted  that  the  scantiness  of 
bacteria  in  these  chambers  was  due  to  the  physiological  ac- 
tivity of  the  leucocytes.  Though  these  bodies  do  not  totally 
destroy  bacteria,  they  nevertheless  diminish  their  power  to 
form  poisonous  products,  and  so  prevent  the  appearance  of 
pathological  changes. 

The  vascular  supply  of  the  nasal  membrane  is  not  sur- 
passed by  any  other  mucous  membrane  in  the  body.  This 
anatomical  factor  accounts  for  the  presence  of  simple  edema, 
both  in  chronic  rhinitis  and  following  traumatism ;  also,  for 
the  rapidity  with  which  granulations  appear  after  injury  to 
this  tissue. 

When  we  reflect  upon  the  enormous  amount  of  treatment 
this  delicate  structure  receives,  we  surely  must  appreciate  its 
wonderful  recuperative  power. 

Nasal  adhesions  may  conveniently  be  divided  into  two 
classes:  (i)  Congenital,  (2)  acquired.  The  latter  may  be  sub- 
divided in  (a)  those  of  a  catarrhal  nature,  (b)  those  due  to  trau- 
matism (mechanical  or  chemical)  and  (c)  those  resulting  from 
diseases  of  an  infectious  nature  (diphtheria,  scarlet  fever,  syphilis 
and  lupus). 

When  we  recall  the  observations  of  Semeleder,1  who  found 
the  nasal  septum  in  the  median  line  but  ten  times  in  forty- 
nine  skulls,  it  would  seem  reasonable  that  congenital  atresic 


Nasal  Synechia.  I . 

formations  should  be  observed  quite  frequently.  Clinical 
evidence,  however,  does  not  corroborate  such  experience. 

Watson  Williams2  has  seen  unilateral  membranous  occlu- 
sions, but  the  remains  of  the  fetal  membrane  could  be  seen 
on  the  patent  side.  This  congenital  stenosis  he  thought  was 
due  to  the  incomplete  junction  of  the  ingrowing  depression 
from  the  ectoderm,  which  ought  to  meet  the  portion  of  the  oral 
passage  that  forms  the  nasal  passage  as  it  extends  outward 
by  absorption  of  the  hypodermal  tissues  here  at  an  early 
period  of  fetal  life. 

Downie  reported  a  similar  case,  but  he  believes  that  the 
condition  was  due  to  an  intra-uterine  ulcerative  syphilitic  le- 
sion, and  the  child  subsequently  developed  congenital  specific 
indications. 

Myles8  records  a  case  of  the  congenital  variety,  in  which 
the  atresia  was  located  in  the  posterior  third  of  the  nasal 
cavity,  and  there  existed  thickening  of  the  bone  in  the  lateral 
and  inferior  walls,  which  formed  a  semicircular  projection. 
In  another  case  seen  by  the  same  author  the  synechia  ex- 
tended from  the  middle  turbinal  down  to  the  floor  of  the  nose, 
and  from  the  vestibule  backwards  for  a  distance  of  two  inches 
along  the  nasal  floor.  In  the  latter  case  the  obstruction  oc- 
curred in  a  woman,  and  was  supposed  to  have  followed  an  at- 
tack of  scarlet  fever  in  childhood.  The  patient  had  never  been 
able  to  breathe  through  the  affected  side  from  the  time  of  the 
original  disease. 

Zuckerkandl  has  seen  a  number  of  congenital  adhesions, 
but  states  that  this  condition  is  generally  due  to  some  form 
of  traumatism,  more  often  after  the  application  of  the  galvano- 
cautery,  the  after-treatment  of  which  has  not  received  careful 
attention. 

In  the  acquired  form  catarrhal  disturbances  of  the  mucous 
membrane  probably  account  for  those  cases  in  which  the  nose 
has  escaped  mechanical  or  chemical  irritation.  After  repeated 
attacks  of  coryza  the  epithelium  became  detached  from  the 
sub-epithelial  layer  of  the  membrane,  and  the  catarrhal  ulcer 
or  abrasion  results. 

Where  a  tendency  to  repeated  engorgements  of  the  turbi- 
nals  exists,  together  with  a  break  in  the  continuity  of  the 
septal  membrane,  one  can  readily  picture  the  agglutination  of 
the  impinging  surfaces  and  the  possible  formation  of  a  con- 
necting band.      Such   a   bridge   might   exist   without   causing 
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much  annoyance  to  the  individual  so  long-  as  compensation 
continues  in  the  patent  side. 

Mucous  patches  of  the  nasal  membrane  may  occur  without 
causing  much  discomfort  to  the  patient.  It  is  probable  that 
their  presence  does  not  produce  much  irritation,  or  that  other 
lesions  attract  the  examiner's  attention  elsewhere,  for  com- 
paratively few  instances  of  this  manifestation  are  recorded. 

It  is  not  my  intention  to  dwell  upon  the  symptomatology 
of  adhesions,  for  the  literature  upon  the  subject  of  "nasal 
reflexes"  offers  a  wide  and  astounding  aspect.  So  little,  how- 
ever, appears  in  the  text-books  relating  to  this  annoying  com- 
plication that  I  thought  a  discussion  upon  the  means  best 
adapted  for  its  prevention  and  removal  might  prove  of  more 
than  passing  interest. 

The  class  of  cases  most  frequently  seen  are  those  forms  of 
atresia  which  follow  the  application  of  instrumental  or  caustic 
agents  for  the  reduction  of  hypertrophic  tissue  of  the  turbinals 
or  septum.  In  these  patients  there  is  usually  a  chronic  inflam- 
matory condition  associated  with  the  obstructing  factor.  Pre- 
liminary treatment  under  such  circurstances  will  assist  con- 
siderably in  preventing  disagreeable  reaction  by  causing  the 
mucous  membrane  to  assume  a  more  normal  state.  A  mild 
alkaline  antiseptic  to  cleanse  the  cavities ;  this  followed  by 
some  remedy  to  reduce  the  tendency  to  engorgement.  A  mod- 
ified Lugol's  solution  answers  this  purpose  quite  well.  If  too 
much  irritation  is  experienced  by  the  patient,  a  mentholated 
benzoinol  spray  should  follow  the  iodine  application.  We  may 
derive  some  benefit  from  the  use  of  the  cinchonidia  group. 
Given  internally,  blennostasine  has  acted  very  pleasantly  in  a 
number  of  cases. 

This  treatment  should  be  continued  until  the  mucous  mem- 
brane assumes  a  paler  color  and  the  secretion  lessened.  We 
will  often  find  that  the  turgescent  turbinal  has  decreased  con- 
siderably under  such  simple  measures.  Furthermore,  the  sub- 
sequent operative  wound  will  heal  more  kindly,  without  an- 
noying reaction  and  excessive  granulation  tissue. 

In  the  use  of  cauterizing  agents,  especially  the  galvano- 
cautery,  we  must  not  forget  that  lithemic  subjects  bear  such 
treatment  unpleasantly.  Secondary  manifestations  are  usually 
quite  marked,  and  predisposes  them  to  the  formation  of  adhe- 
sions. We  must  deal  gently  with  the  cautery,  as  we  cannot 
readily  limit  the  radiation  of  heat  in  the  nares.    At  the  present 
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time  but  few  operators  employ  a  protector  for  the  adjoining 
tissues,  though  some  electrodes  are  made  with  such  shields. 

For  some  time  past  I  have  employed  the  suggestion  of 
Gleitsmann,  who  rubs  trichloracetic  acid  into  the  cautery 
wound,  at  the  same  sitting.  Excessive  reaction  seems  to  be  re- 
tarded by  the  resulting  eschar,  and  the  wound  heals  under  a 
soft,  grayish  scab,  which  comes  away  in  about  five  to  seven 
days. 

French4  has  observed  that  cut  surfaces  on  the  septum  will 
become  adherent  to  scar  tissue  on  the  turbinals,  the  result  of 
former  galvano-cauterization.  He  therefore  believes  that  it 
is  best  to  operate  upon  the  septum  first,  and  after  waiting  a 
reasonable  time — four  or  five  weeks — to  continue  the  reduc- 
tion of  the  swollen  turbinals.  To  avoid  leaving  a  surface  liable 
to  become  adherent  to  a  septal  wound  opposite,  he  suggests 
that  the  turbinal  hypertrophy  should  be  destroyed  or  removed 
with  the  snare  or  acids. 

This  method  of  first  removing  the  septal  obstruction  may 
be  of  service  in  those  instances  where  the  turbinals  are  not 
engorged.  If,  however,  such  is  the  case,  it  is  best  to  first  re- 
duce the  turbinal  hypertrophy,  so  that  the  danger  of  injuring 
it  during  the  septal  operation  is  reduced  to  a  minimum.  I 
have  seen  adhesions  form  in  patients  where  the  turbinal  was 
markedly  reduced  by  the  action  of  cocaine  and  suprarenal  ex- 
tract during  the  operation,  and  careful  technique  avoided  the 
slightest  trauma  to  this  body;  yet  the  secondary  relaxation 
permitted  it  to  reach  the  septal  wound,  and  so  become 
agglutinated. 

In  such  cases  it  is  always  advisable  to  introduce  some  form 
of  separator.  Surgical  sponge,  or  spunk,  has  acted  very  nicely 
in  my  hands.  One  should  select  the  soft,  elastic  variety  for 
nasal  work.  It  can  be  cut  into  any  shape,  and  after  being 
covered  with  some  antiseptic  powder,  should  be  introduced 
over  the  wound,  and  may  be  permitted  to  remain  for  forty- 
eight  hours  if  necessary.  I  have  employed  this  substance  for 
a  number  of  years  in  cases  of  adhesions  and  excessive  bleed- 
ing. Moisture  increases  its  volume  quite  some,  and  when  in 
position  if  exerts  direct  pressure  upon  the  bleeding  surface, 
and,  furthermore,  prevents  opposite  tissues  from  coming  in 
contact.  It  has  the  advantage  of  coming  away  very  easily 
without  sticking  to  the  wound,  and  so  causing  a  secondary 
hemorrhage.     I  have  been  in  the  habit  of  covering  the  plug 
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with  nosophen  powder,  and  removing  it  in  twenty-four  hours. 
If  there  is  much  swelling  present,  I  cleanse  the  wound  with  a 
cotton-wrapped  applicator  and  spray,  and  return  a  clean  piece 
of  "spunk,"  prepared  as  before.  We  must  be  cautious  in  in- 
troducing our  plug  to  avoid  bruising  the  tissues  with  the  end 
of  the  forceps,  as  synechiae  sometimes  form  behind  the  site  of 
the  tampon. 

The  tendency  of  secondary  nasal  adhesions  is  to  unite,  and 
only  the  most  careful  after-care  will  bring  about  satisfactory 
results.  In  the  healing  of  wounds  we  find  that  ulcerations  pro- 
duced by  excision  heal  more  rapidly  than  those  caused  by  the 
galvano-cautery.  The  more  rapid  the  healing  process  the  less 
liability  there  is  to  secondary  occlusions. 

In  recent  cases  Nature  assists  materially  by  gradually  ab- 
sorbing a  portion  of  the  inflammatory  exudate,  thus  causing 
a  decided  shrinking  in  what  at  first  appears  to  be  an  extensive 
bridge.  It  is,  therefore,  advisable,  under  such  circumstances, 
to  enforce  a  masterly  inactivity  and  to  permit  the  process  of 
absorption  to  exert  its  full  influence.  Energetic  manipulation 
at  this  time  often  makes  matters  worse  by  keeping  up  an  en- 
gorgement of  the  parts,  inciting  the  formation  of  new  granu- 
lation tissue. 

When  subjective  symptoms  are  not  pronounced,  it  is  good 
judgment  to  leave  the  nose  alone,  of  course  keeping  the  pas- 
sages cleansed  with  some  antiseptic  spray.  After  a  few  weeks 
rest,  we  will  frequently  find  the  connecting  tissue  much 
smaller  in  area,  and  easier  to  remove. 

Numerous  suggestions  have  been  made  for  the  removal 
of  these  annoying  sequela".  Roe5  has  found  that  adhesions  are 
not  apt  to  reappear  if  one  side  only  is  touched  with  the  gal- 
vano-cautery, after  cutting  the  band  away.  Cut  and  cauter- 
ized surfaces  do  not  readily  grow  together. 

Scheppegrell6  recommends  a  conservative  procedure,  lim- 
iting the  separation  of  the  tissues  to  the  parts  directly  in 
contact,  and  causing  but  little  bleeding.  He  deprecates  the 
removal  of  extensive  structure  surrounding  the  synechia,  as 
such  interference  inhibits  the  physiological  function  of  the 
nose,  and  exposes  the  patient  to  an  atrophic  condition. 

He  introduces  a  small  celluloid  sound  (such  as  is  used 
with  the  Eustachian  catheter),  bent  to  an  acute  angle,  one  and 
a  half  inches  from  the  end,  or  at  lengths  suggested  by  the  posi- 
tion of  the  nasal  constriction.     The  bent  sound  is  passed  be- 
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low  the  adhesion,  and  readily  assumes  its  original  shape  as 
soon  as  it  has  passed  same.  It  is  then  gently  withdrawn,  and 
the  bent  end  will  appear  in  the  nares,  above  the  synechia.  To 
this  end  a  fine  silk  cord  is  attached,  and  the  ordinary  snare 
wire  is  fastened  to  the  cord.  Thus  the  obstruction  is  encircled 
by  a  wire  loop,  which  is  connected  with  some  form  of  snare, 
and  the  adherent  tissues  are  severed.  A  small  sheet  of  thin, 
white  celluloid  is  cut  to  a  suitable  size,  so  as  to  rest  upon  the 
nasal  floor,  and  to  reach  above  the  upper  edge  of  the  adhesion. 
The  advantage  claimed  for  the  celluloid  separator  is  that  it 
does  not  absorb  septic  material,  and  gives  rise  to  no  irritation. 
Excellent  results  are  claimed  for  this  method. 

Pynchon7  suggests  the  use  of  nasal  bougies  and  drainage 
tubes.  The  later  are  provided  with  a  few  perforations,  which 
open  into  the  meatus.  These  instruments  are  made  to  con- 
form with  Nature's  requirements,  and  are  made  of  hard  rub- 
ber, which  can  be  molded  into  shape  by  first  dipping  them 
into  hot  water.  This  observer  states  that  the  tubes  are  espe- 
cially of  service  in  preventing  adhesions  after  surgical 
treatment. 

Among  the  various  substances  recommended  to  keep  the 
turbinals  from  encroaching  upon  the  septal  wound  may  be 
mentioned  tupela  wood,  ivory,  zinc  and  lead  plates,  silver  foil, 
rubber  tissue  and  Bernay's  sponge.  The  last  named  has  of 
late  found  many  advocates.  As  yet  I  am  well  satisfied  with 
the  use  of  the  "surgical  sponge,"  introduced  in  the  nares  pre- 
pared as  suggested.  The  "spunk"  can  be  sterilized,  and 
though  becoming  somewhat  hardened,  it  does  not  lose  its 
expansile  property.  Antiseptics  and  astringents  have  been 
applied  to  it,  and  so  offered  on  the  market,  but  I  prefer  to  use 
it  simply  covered  with  an  antiseptic  powder. 

In  closing,  I  desire  to  call  your  attention  to  those  forms  of 
adhesive  occlusions  which  have  assumed  extensive  propor- 
tions and  undergone  osseous  change.  Here  the  trephine, 
chisel  and  rongeur  may  have  to  be  employed  before  a  service- 
able breathing  space  can  be  secured.  In  such  cases  persistent 
dilatation  may  have  to  be  carried  out  for  some  time,  in  order 
to  keep  the  opposing  surfaces  from  again  uniting. 
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DISCUSSION. 

Dr.  Sargent  F.  Snow.  Syracuse,  N.  Y.,  believed,  with  Dr. 
Brown,  that  the  galvano-cautery  had  its  uses,  although  it  had  been 
greatly  abused.  In  his  opinion,  there  were  almost  unquestionably 
two  elements  engaged  in  the  production  of  nasal  synechia? — either 
a  bulged  or  thickened  septum,  lessening  the  normal  space,  or  there 
was  an  engorged  turbinate.  If  the  septal  deformities  were  re- 
moved, the  result  would  be  good,  but  in  some  cases  it  was  diffi- 
cult to  make  their  removal  thorough.  In  cases  in  which  there  was 
not  too  much  deflection,  he  was  in  the  habit  of  turning  up  the 
membrane,  making  a  three-cornered  flap,  and  cutting  out  a  portion 
of  the  cartilage.  Myles'  cutting  forceps  would  be  found  useful 
for  this  purpose.  By  taking  out  a  little  button-hole  from  the 
cartilage,  and  turning  the  flap  down,  he  had  secured  the  desired 
space  without  interfering  with  the  integrity  of  the  septum.  An 
engorged  turbinate  was  the  result  of  a  local  irritant  or  of  some 
systemic  disturbance.  In  treating  these  cases  it  was  his  custom 
to  advise  the  patient  to  take  more  exercise,  and  to  give  remedies 
which  stimulate  the  activity  of  the  liver.  He  never  used  ortho- 
pedic appliances  in  the  nasal  cavities,  with  the  exception,  in  rare 
instances,  of  a  plug  to  control  hemorrhage.  Since  he  had  given 
attention  to  the  general  health,  securing  sufficient  space  and  avoid- 
ing irritative  treatment  his  result  had  been  decidedly  better. 

Dr.  J.  A.  StuckYj  Louisville,  Ky.,  asked  if  either  of  the  es- 
sayists had  noticed  marked  constitutional  disturbance  following 
the  operation  for  the  removal  of  synechia?.  In  his  practice  there 
had  been  more  constitutional  disturbance  following  this  procedure 
than  almost  any  other  nasal  operation.  So  marked  was  this  re- 
action that  he  seldom  operated  on  these  cases  now  unless  they  were 
in  the  hospital. 

Dr.  Frederick  C.  Cobb,  Boston,  Mass.,  said  that  he  had  made 
use  of  all  sorts  of  splints  in  these  troublesome  cases,  and  had 
finally  come  to  the  conclusion  that  synechia?  were  the  result  of  the 
surfaces  being  too  close  to  each  other ;  hence,  the  obvious  indica- 
tion was  to  separate  them.  Even  in  the  case  of  ligamentous  syne- 
chias, if  one  took  a  trephine  cutting  on  both  sides,  and  used  it  once, 
it  was  only  necessary  to  pass  a  probe  at  intervals  of  a  few  days  to 
secure  a  good  result  without  recurrence. 

Dr.  George  L.  Richards  said  that  for  small  synechia?  he  had 
been  in  the  habit  of  using  a  Teat  cutting  forceps,  with  rather  wide 
blades.  The  most  satisfactory  synechia?  to  treat  were  those  in 
which  sufficient  space  could  be  secured  by  the  first  operation,  with- 
out resorting  to  orthopedic  appliances,  as  stated  by  Dr.  Snow. 
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Dr.  Frederick  T.  Rogers,  of  Providence,  referred  to  a  method 
that  had  given  him  much  satisfaction.  A  fresh  piece  of  egg  mem- 
brane can  be  placed  between  the  raw  surfaces,  for  a  period  of  five 
days,  without  causing  any  offensive  discharge.  It  was  useful  in 
ulcer  cases. 

Dr.  L.  C.  Clink  said  he  could  not  recall  having  seen  a  single 
case  of  synechia  which  he  could  attribute  to  the  galvano-cautery, 
and  he  thought  the  criticisms  directed  against  the  use  of  this  in- 
strument were  unnecessarily  harsh.  He  believed  that  when  one 
operated,  enough  of  the  turbinal  body  or  septum  should  be  re- 
moved to  give  sufficient  space.  The  application  of  chromic  acid 
or  of  nitrate  of  silver  should  be  sufficient,  if  the  space  was  made 
large  enough  at  the  time  of  the  operation. 

Dr.  Joseph  A.  White,  of  Richmond,  Va.,  said  that  as  long  as 
he  could  get  an  instrument  above  the  synechia  it  was  always  pos- 
sible to  get  it  below  that,  then  he  had  no  trouble  in  removing  suffi- 
cient tissue.  By  subsequent  packing,  or  by  the  introduction  of  the 
gutta-percha  tissue,  employed  by  dentists,  the  parts  could  be  kept 
apart.  This  latter  material  was  better  than  celluloid,  because  it 
could  be  readily  molded,  and  it  was  equally  clean.  The  cases  that 
particularly  worried  him  were  those  with  dense,  osseous  adhesions, 
high  up  between  the  middle  turbinal  and  the  ethmoid  plate.  He 
had  known  them  to  be  of  almost  ivory-like  density,  so  that  the 
electric  saw  had  failed  to  cut  through  them.  He  was  not  disposed 
to  cut  from  below,  for  fear  of  doing  damage.  He  had  made  use 
of  the  burr  and  drill  many  times,  but  the  osseous  band  seemed  to 
keep  building  up  until  a  thick  bony  mass  had  formed. 

Dr.  Myles  said  that  several  years  ago  he  had  reported  a  num- 
ber of  cases  of  svnechise  of  the  Eustachian  tube  to  the  basilar 
process  to  the  American  Otological  Society.  The  operation,  when 
done  with  the  finger,  was  often  most  satisfactory  in  its  results.  It 
was  easily  performed  under  cocain  anesthesia,  using  the  index 
finger.  It  had  been  his  misfortune  to  meet  with  several  cases  of 
synechia?  in  the  nose,  resulting  either  from  syphilis  or  from  active 
and  persistent  efforts  on  the  part  of  rhinologists  to  plow  through, 
or  saw  out  parts  of  the  ethmoid  bone  and  of  the  middle  turbinate. 
He  had  seen  more  or  less  complete  adhesion  of  the  ethmoid 
bone  to  the  septum.  One  might  cut  away  the  ethmoid  bone  up  to 
the  cribriform  plate,  when  attempting  to  relieve  the  condition,  and 
vet  the  result  would  not  be  good.  These  patients  were  almost  in- 
variably neurasthenic  and  disposed  to  complain.  The  blocking  up 
of  the  secretions  leave  these  patients  in  almost  a  state  of  constant 
mifferino-  With  regard  to  synechia?  of  the  inferior  turbinal,  the 
point  was  to  separate  the  parts  sufficiently,  either  by  excision  or 
moving  the  walls.  One  naturally  desires  to  move  the  septum  far 
enough  away,  but  the  vomer  here  offers  an  obstacle. 

Dr  Emma  Musson,  of  Philadelphia,  said  that  Dr.  H.  b. 
Douglass  has  recentlv  shown  that  the  galvanocautery  point  should 
be  used  at  a  dull,  red  heat,  until  it  had  penetrated  beyond  the 
epithelial  and  hyaline  membranes,  as  the  microscopic  examination 
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had  shown  that  the  cautery  was  peculiarly  destructive  to  the  hya- 
line membrane,  and  that  unless  this  precaution  was  observed  we 
would  have  as  a  result  a  broad,  superficial  cicatrix.  May  not  this 
extensive  destruction  of  the  epithelium  and  hyaline  membranes 
account  for  some  of  the  cases  of  nasal  synechias? 

Dr.  Price  Brown,  in  closing,  laid  great  stress  on  the  impor- 
tance of  leaving  the  nasal  plug  in  the  nose  undisturbed  for  a  con- 
siderable period.  He  preferred  cotton  wool,  and  made  the  plug 
very  small.  In  the  upper  region  it  was  highly  important  to  keep 
the  mucous  membrane  in  a  normal  state.  One  advantage  of  the 
rubber  sheeting  was  that  it  is  elastic,  and  after  having  been  placed 
in  position  exerts  constant  outward  pressure.  He  had  not  ob- 
served any  special  systemic  disturbance  in  these  cases,  probably  be- 
cause he  was  careful  to  employ  a  very  small  plug,  and  so  not  in- 
terfere with  drainage.  Whenever  there  was  a  narrow  passage 
it  was  desirable  to  avoid  entirely  the  use  of  the  galvano-cautery. 
Whenever  a  tampon  is  used,  and  retained  in  position  for  any  length 
of  time,  it  is  important  to  keep  the  case  under  observation,  and 
to  insist  on  regular  cleansing  above  and  below  the  plug. 

Dr.  Lederman  said  there  could  be  no  doubt  about  the  tend- 
ency of  the  osseous  synechias  in  the  upper  region  to  reunite,  and 
the  attempts  to  treat  them  were  not  free  from  danger.  It  was 
here  that  constitutional  disturbance  was  apt  to  occur.  If  he  found 
a  puffy  turbinate,  and  much  catarrhal  secretion,  he  postponed  oper- 
ation until  the  mucous  membrane  could  be  made  more  healthy. 
Many  authorities  make  use  of  Warburg's  tincture  as  a  general 
tunic  in  such  cases. 
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PAPER. 

SOME    REMARKS    ON    THE    ETIOLOGY    OF    RETRO- 
PHARYNGEAL ABSCESS,  WITH  REPORT 
OF  CASES.* 


BY    M.    R.    WARD,    M.I). 


Iii  a  circular  letter,  addressed  to  the  profession  of  Pittsburg,  I 
some  time  ago  asked  for  a  report  of  the  cases  of  retropharyngeal 
abscess  observed  by  each  physician.  I  was  surprised  to  learn  that 
many  older  and  most  careful  observers  had  never  met  with  a  sin- 
gle case  in  all  their  practice.  In  my  own  experience,  covering  a 
period  of  ten  years  in  general  practice,  I  saw  but  one  case,  which 
came  under  my  observation  while  serving  as  a  resident  physician 
in  Randall's  Island  Hospital,  New  York.  During  the  past  year, 
however,  in  a  period  of  less  than  one  week,  I  had  an  opportunity 
of  observing  two  cases,  both  occurring  in  children,  the  histories  of 
which  are  here  appended : 

Case  I. — Clara  L.,  ret.  two  and  a  half  years,  with  no  history  of 
any  previous  illness,  scrofula  or  specific  taint.  Present  illness  be- 
gan March  2.  1900.  and  was  attributed  to  exposure  to  a  draught 
from  an  open  window  when  the  child  was  convalescing  from  a  cold 
affecting  the  upper  respiratory  tract.  The  following  morning,  after 
this  exposure,  the  child  was  peevish  and  cross,  and  held  its  head 
in  a  rigid  position,  and  slightly  inclined  to  the  right.  There  was 
some  fever  present.  It  had  great  difficulty  in  swallowing,  and  took 
nourishment  sparingly.  Some  change  in  the  voice  was  noticed, 
and  described  as  muffled  and  thick.  I  was  called  to  see  the  patient 
on  March  6,  1900,  for  what  the  parents  thought  was  an  earache. 
The  child  was  evidently  suffering  pain,  which  it  referred  to  the 
right  ear.  There  was  some  tumefaction  on  the  right  side  of  the 
neck,  at  the  angle  of  the  right  inferior  maxillae,  and  in  front  of  the 
sterno-mastoid  muscle.  Inspection  of  the  throat  revealed  an  acute 
pharyngitis.  If  there  was  any  swelling  or  tumefaction  present  it 
escaped  my  notice.  There  was  a  muco-purulent  discharge  from 
the  anterior  nares,  a  temperature  of  1030  F.  and  a  pulse  of  140. 
Examination  of  the  ear  revealed  an  acute  otitis  media. 

I  saw  the  patient  again  on  March  nth,  when  an  examination  of 
tha  throat  revealed  a  retropharyngeal  abscess  the  size  of  a  hazelnut 
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back  of  the  tonsil  on  the  right  lateral  wall  of  the  pharynx.  This 
was  opened  by  a  guarded  bistoury.  The  breathing  and  throat 
symptoms  were  immediately  relieved.  During  the  following 
night,  however,  there  was  a  profuse  discharge  of  pus  from  the 
right  ear,  which  was  the  only  complicating  circumstance  attending 
the  recovery  of  the  patient. 

Case  II. — W.  W.,  set.  six  months,  well  nourished,  with  neither 
the  appearance  nor  family  history  of  any  specific  or  scrof- 
ulous taint.  Present  illness  began  March  6,  1900,  with  the  symp- 
toms of  influenza,  a  disease  which  was  known  to  exist  at  the  time 
in  an  elder  member  of  the  family.  There  was  some  cough,  and  a 
muco-purulent  discharge  from  the  nose,  particularly  on  the  right 
side.  The  child  was  peevish  and  fretful,  and  seemed  to  suffer  pain 
when  disturbed.  There  was  some  elevation  of  temperature,  and 
a  corresponding  acceleration  of  the  pulse.  Inspection  of  the 
throat  showed  a  markedly  congested  pharynx.  No  rhinoscopic  ex- 
amination was  made.  The  tonsils  were  slightly  hypertrophied. 
During  the  following  week  the  patient  was  seen  daily.  The  head 
was  held  in  a  rigid  position  and  slightly  turned  to  the  right  side. 
Any  attempt  to  move  the  head  showed  marked  evidence  of  pain. 
The  superficial  lymphatics  were  not  noticed  to  be  affected.  There 
was  considerable  cough  and  laryngeal  disturbance.  The  voice  was 
husky,  thick,  muffled,  and  not  unlike  the  characteristic  voice  of  the 
adenoid  patient.  Great  difficulty  in  swallowing  was  noticed,  and 
the  patient  absolutely  refused  to  take  the  breast,  but  took  nourish- 
ment, with  some  difficulty,  from  a  teaspoon  or  cup.  The  tongue 
seemed  to  be  kept  almost  in  constant  motion,  and  in  such  a  man- 
ner that  the  fluid  would  gravitate  forward  instead  of  backward. 
On  the  sixth  day  a  swelling  was  noticed  externally  on  the  right 
side,  just  beneath  the  angle  of  the  jaw,  in  front  of  the  sternomas- 
toid  muscle.  An  oral  examination  revealed  the  presence  of  a  re- 
tropharyngeal abscess  on  the  right  lateral  wall  of  the  pharynx,  in 
the  region  of  the  swelling,  which  showed  externally.  The  diag- 
nosis was  based  on  the  appearance  and  location  of  the  swelling, 
combined  with  a  digital  exploration  of  the  pharynx.  The  abscess 
was  opened  internally  on  the  following  day,  and  barring  some  di- 
gestive disturbance,  the  patient  made  an  uneventful  and  speedy 
recovery. 

Retropharyngeal  abscess  is  an  affection  seldom  seen  by  the 
throat  specialist.  It  is  confined  to  no  particular  age,  but  is  gener- 
ally considered  to  be  an  affection  chiefly  of  childhood.     Bokai*  has 

*  Jahrbuchfiter  Kinder heilkunde,  Wien,  1856-5S,  vol.  i,  p.  183:  1876, 
vol.  x,  p.  108. 
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given  US  by  far  the  most  exhaustive  study  of  the  disease  as  it  oc- 
curs in  early  life.  He  reports  204  cases  which  occurred  in  a  twen- 
ty-six years'  service  at  the  Children's  Hospital,  at  I'esth. 

The  following  classification  made  by  him  is  of  interest  from  an 
etiological  point  of  view  : 

Idiopathic  l79 

Scarlet  fever 9 

Measles  l 

Caries  of  the  vertebra 7 

Abscess  of  neck 7 

Traumatism i 

We  note  that  the  number  of  cases  classified  as  idiopathic  is 
largely  out  of  proportion  to  the  other  causes.  Exception  may  be 
taken  to  the  use  of  the  word  idiopathic  in  this  connection.  To 
suppose  that  the  disease  is  so  generally  a  primary  condition  is 
hardly  in  accordance  with  the  present  advanced  knowledge  of  sci- 
entific medicine — a  suppurative  process  is  to  be  accounted  for  here 
ds  elsewhere  in  the  body.  When  an  irritant  or  poison  enters  the 
system,  by  a  wise  provision  of  Nature  it  rinds  lodgment  in  the 
lymphatic  glands  nearest  the  portal  of  entrance.  We  see  it  in  the 
auxiliary  glands  as  a  result  of  wounds  of  the  arm ;  in  the  inguinal 
glands  as  a  result  of  wounds  of  the  leg,  chancroid  or  gonorrheal 
infection;  the  cervical  glands  in  scarlet  fever,  diphtheria,  and  other 
inflammatory  affections. 

The  etiology  and  pathology  of  retropharyngeal  abscess  vary 
somewhat  with  the  age  of  the  patient.  In  adult  life,  it  is  very 
much  less  frequent  and  involves  the  cellular  tissues  of  the  pharynx. 
The  pathological  process,  at  this  period  of  life,  differs  in  no  respect 
from  the  ordinary  abscess  formation  in  other  portions  of  the  body. 
It  may  be  due  to  traumatism,  caries  of  the  vertebra,  burrowing  of 
pus,- or  an  infective  process  of  a  metastatic  origin. 

When,  however,  it  occurs  in  infancy,  the  deep  cervical  glands 
are  usually  at  fault.  In  early  life  these  glands  are  numerous  and 
of  large  size,  and  form  an  uninterrupted  chain  extending  along  the 
lateral  wall  of  the  pharynx,  in  close  proximity  to  the  sheath  of  the 
carotid  artery  and  internal  jugular  vein,  a  fact  to  be  borne  in  the 
mind  in  any  operative  procedure. 

While  the  strumous  habit  may  figure  as  an  etiological  factor,  we 
not  infrequently  find  it  in  children  presenting  all  the  appearance  of 
perfect  health.  Here  we  must  account  for  it  by  some  inflammatory 
or  infective  process  in  the  neighborhood  of  the  glands  affected. 
The  mode  of  entrance  is  not  always  apparent,  but  in  many  cases,  no 
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doubt,  the  micro-organisms  enter  through  the  lymph  spaces,  in  the 
mucosa  of  the  nasopharynx,  or  the  tonsils,  whence  they  may  or 
may  not  occasion  any  specific  lesion.  In  health,  the  local  resist- 
ance, or  as  some  one  has  put  it,  the  phagocytes,  will  be  found  suf- 
ficiently active  to  destroy  the  invaders.  But  in  children,  with  con- 
stantly recurring  attacks  of  nasopharyngitis,  the  natural  resistance 
is  weakened  and  an  acute  adenitis  results,  terminating  either  in 
resolution  or  suppuration.  How  frequently  this  occurs  is  apparent 
to  the  general  practitioner  of  medicine,  who  has  the  care  of  chil- 
dren. In  this  class  of  patients  it  is  a  common  occurrence  to  find 
the  superficial  cervical  lymphatics  inflamed  and  swollen  with  every 
attack  of  acute  coryza,  pharyngitis,  or  tonsillitis.  These  glands,  by 
reason  of  their  location,  should  be  less  frequently  affected  than  the 
deep  cervical  lymphatics,  a  fact  not  borne  out  by  clinical  observa- 
tion. Should  this  be  so,  the  inference  is  then  apparent  that  retro- 
pharyngeal abscess  is,  perhaps,  more  frequent  than  is  commonly 
supposed  or  recognized.  The  disease  being  essentially,  though  not 
necessarily,  one  of  child  life,  the  exact  nature  of  the  malady  is  apt 
to  be  overlooked,  on  account  of  the  mildness  of  the  symptoms 
which  may  attend  it. 

To  the  casual  observer,  whose  routine  examination  is  limited 
to  an  inspection  of  the  fauces  and  pharynx,  an  adenitis  involving 
the  deep  cervical  glands  would  likely  escape  detection,  unless,  per- 
haps, the  tumefaction  should  become  pronounced,  showing  exter- 
nally or  interfering  with  respiration  and  deglutition.  This  I  take 
to  be  the  exception  rather  than  the  rule.  Few  cases,  I  dare  say, 
end  in  suppuration,  resolution  being  the  usual  termination  here,  as 
elsewhere  in  the  body. 

The  two  cases  just  reported  present  nothing  unusual  from  a 
clinical  standpoint.  In  fact,  they  may  be  considered  typical  forms 
of  the  disease  as  it  occurs  in  early  life.  Both  were  accompanied 
by  an  acute  nasopharyngitis  which,  doubtless,  was  the  chief  and 
determining  cause  of  the  pharyngeal  abscess.  No  bacteriological 
study  was  made  of  either  case,  a  fact  much  to  be  regretted,  as  it 
would  have  added  greatly  to  the  value  of  this  report. 

Park  Building. 

DISCUSSION. 

Dr.  Richards  said  that  although  he  had  practised  medicine 
fourteen  years,  he  had  met  his  first  case  of  retropharyngeal  ab- 
scess only  two  months  ago.  The  child  had  been  brought  to  his 
office  by  a  physician  with  the  statement  that  the  case  was  urgent. 
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Examination  showed  a  considerable  swelling  at  the  base  of  the 
tongue,  and  to  the  right  of  the  median  line.  On  digital  examina- 
tion he  felt  a  slight  but  tense  swelling.  I  lc  had  inverted  the  child 
and  opened  the  abscess  with  his  finger  nail,  a  considerable  quantity 
of  pus  being  evacuated.  For  a  few  minutes  it  had  been  difficult 
to  get  the  child  to  breathe,  but  it  had  made  a  rapid  recovery. 

Dr.  C.  W.  Richardson,  of  Washington,  D.  C,  said  that  he  had 
seen  three  cases  of  retropharyngeal  abscess  in  children,  two  of 
which  had  been  relieved  by  operative  intervention.  About  six  or 
eight  years  ago  he  had  seen,  in  consultation,  a  child  who  had  a 
swelling  in  the  neck  for  a  week  or  ten  days.  It  was  supposed  to  be 
an  inflamed  tonsil  or  an  enlarged  lymphatic  gland.  The  breath- 
ing was  very  stridulous,  and  the  condition  of  the  little  patient  ex- 
tremely bad.  Examination  bad  convinced  him  of  the  presence  of 
pus,  and  on  passing  the  finger  into  the  pharynx  he  had  detected 
an  enormous  swelling  extending  towards  the  middle  line  down  as 
far  as  the  epiglottis.  The  child  stopped  breathing  at  the  moment 
of  making  the  examination,  and  the  father,  in  alarm,  snatched  the 
little  one  and  ran  into  another  room.  The  child  was  heard  to  cry 
and  gasp,  and  although  he  was  ordered  to  bring  the  child  back,  he 
did  not  do  so  for  a  minute  or  two,  and  then  it  was  found  that  the 
child  was  dead.  This  emphasized  the  advisability  in  these  cases 
of  long  standing  of  explaining  to  the  family  the  possibility  of  sud- 
den death  supervening  at  the  examination  or  during  the  operative 
intervention.  There  had  been  no  special  difficulty  either  about  di- 
agnosis or  treatment  of  the  other  two  cases.  It  was  difficult  to  in- 
spect the  pharynx  of  an  infant  under  one  year  old,  and  hence  these 
cases  were  often  not  diagnosticated  at  first.  In  most  cases  the 
origin  of  the  trouble  was  in  suppuration  of  the  deep  cervical  lym- 
phatic glands. 

Dr.  N.  L.  WlLSONj  of  Elizabeth,  said  that  he  had  seen  two 
cases  recently.  One  of  them  had  presented  an  enormous  swelling, 
the  child  having  been  suffering  for  three  weeks  before  coming  to 
him.  The  abscess  had  been  quickly  opened  with  a  bistoury,  and 
recovery  ensued.  The  other  case  had  been  sent  into  hospital  for 
diagnosis,  and  he  had  failed  at  first  to  make  the  diagnosis.  The 
child  had  been  kept  under  examination  for  two  weeks,  and  had 
then  been  referred  to  a  general  medical  practitioner  who  had  made 
the  diagnosis.  The  child  had  then  returned  to  him,  and  the  nature 
of  the  trouble  had  been  made  clear.  In  this  instance  the  abscess 
had  originated  in  tubercular  caries  of  the  spine. 

Dr.  X.  H.  Pierce  said  that  he  had  seen  two  cases.  One  of 
them  was  a  child  less  than  one  year  old,  seen  at  the  Post  Graduate 
Hospital.  The  child  was  extremely  emaciated  from  inability  to 
nurse,  and  was  on  the  point  of  suffocation.  For  a  moment  he  had 
been  puzzled  over  the  case,  for  there  had  been  no  circumscribed 
swelling  or  redness,  yet  inspection  had  given  him  the  impression 
of  a  foreshortening  of  the  buccal  cavity.  The  whole  posterior 
pharvngeal  wall  was  pushed  forward.  On  digital  examination  he 
had  detected  slight  fluctuation,  and  he  had  then  made  the  diag- 
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nosis.  The  ignorant  parents  would  not  then  consent  to  operation, 
but  some  days  later  they  allowed  him  to  operate.  The  operation 
was  made  externally.  At  that  time  the  internal  swelling  was  very 
large,  and  he  thought  it  was  conservative  to  estimate  the  quantity 
of  pus  evacuated  as  over  four  ounces.  The  tube  was  displaced  in 
the  dressing,  causing  another  accumulation  of  pus,  whereupon  all 
the  distressing  symptoms  again  appeared.  The  child  recovered 
rapidly  after  re-establishing  drainage.  In  this  case  there  was  no 
vertebral  caries. 

Dr.  F.  C.  Cobb  said  that  he  had  had  two  cases  of  retro- 
pharyngeal abscess  at  the  hospital.  In  one  of  these  nothing  could 
be  seen  in  the  pharynx  because  of  the  large  quantity  of  mucus 
accumulated  there.  On  palpation,  one  could  feel  a  solid  mass 
on  the  pharyngeal  wall,  but  neither  he  nor  other  physicians  pres- 
ent could  detect  any  fluctuation  for  four  or  five  days.  The  symp- 
toms had  grown  slowly  worse  during  this  time,  and,  of  course, 
immediate  relief  had  been  afforded  by  incision.  It  was  well 
to  examine  with  the  finger  quite  low  down. 

Dr.  E.  E.  Holt,  of  Portland,  Me.,  said  that  when  there  was 
any  swelling  in  the  neck,  whether  the  ear  had  been  manifestly  in- 
volved or  not,  he  made  it  a  point  to  carefully  examine  the  external 
ear.  If  he  found  the  posterior  superior  part  of  the  canal  red  and 
sensitive  to  the  touch  he  had  found  almost  invariably  that  the  mas- 
toid was  involved.  He  cited  a  case  in  which  the  tonsils  and  phar- 
ynx were  extensively  inflamed,  and  the  swelling  in  the  neck  was 
thought  to  be  due  to  the  inflammation  in  the  throat,  but  upon  ex- 
amining the  ear,  and  finding  that  the  canal  was  inflamed  and  sen- 
sitive to  the  posterior  and  superior  part,  he  gave  it  as  his  opinion 
that  the  mastoid  was  involved,  although  there  was  no  external 
manifestation  of  inflammation  of  the  mastoid.  The  patient  was  in 
a  critical  condition,  and  he  was  asked  to  operate,  and  did  so,  find- 
ing the  mastoid  broken  down  and  a  perforation  into  the  digastric 
fossa  and  into  the  lateral  sinus.  The  patient  made  an  uninter- 
rupted recovery. 

Dr.  Thomas  H.  Farrell,  of  Utica,  cited  a  case  in  which  a 
large  swelling  had  been  found  on  the  left  side  behind  the  posterior 
pillar  of  the  fauces.  The  two  pillars  were  crowded  together  so 
that  at  first  sight  the  swelling  looked  like  an  enlarged  tonsil.  An 
incision  had  been  made,  but  it  had  been  necessary  subsequently  to 
enlarge  the  opening  to  secure  proper  drainage. 

Dr.  T.  R.  Chambers,  of  Jersey  City,  said  he  had  seen  only  yes- 
terday a  little  child  with  what  he  suspected  to  be  a  post-pharyngeal 
abscess.  The  only  symptom  was  a  peculiar  crowing  breathing, 
associated  with  Cyanosis  or  awakening  out  of  sleep.  The  patient 
was  an  infant  of  about  nine  months.  Palpation  was  unsatisfac- 
tory, and  caused  marked  cyanosis  and  difficult  breathing.  No 
swelling  could  be  appreciated. 

Dr.  Ward,  in  closing,  said  that  he  had  endeavored  to  show  that 
the  disease  was  more  frequent  than  generally  supposed,  and  one 
met  with  more  often  by  the  general  practitioner  than  by  the  spe- 
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cialist  It  seemed  to  him  rather  strange  that  an  infection  of  his 
kind  of  the  deep  lymphatic  glands  should  so  seldom  lead  to  retro- 
^ryngeal  E/s.  He  saw  no  good  reason  for  resorting  to  the 
more  formidable  external  operation. 


PArER : 


SOME  OF  THE  MORE  COMMON  FORMS  OF  DEFEC- 
TIVE SPEECH,  WITH  EXHIBITION  OF  CASES. 


G.    HUDSON    MACKUEN,    M.l). 


(ABSTRACT.) 


Dr   MacKuen,  defined  voice  to  he  "a  column  of  breath  set  in 
vibration  by  its  own  impact  with  the  vocal  bands  and  reinforced 
by  its  diffusion  through  the  various  resonant  chambers  into  the 
surrounding  atmosphere."    It  was  his  belief  that  the  persons  who 
stammer  do  so,  for  the  most  part,  because  they  have  not  an 
adequate  column  of  breath  properly  controlled  at  the  time  they 
desire  to  speak,  and  that  the  trouble  in  the  majority  of  these 
cases  lies  in  the  respiratory  mechanism.     The  diaphragm ^  is 
well  known  to  be  an  important  respiratory  muscle,  and  the 
text-books  put  it  down  as  an  inspiratory  muscle.    He  person- 
ally believed  that,  for  the  purposes  of  speaking  and  singing, 
the  diaphragm  is  a  purely  expiratory  muscle.     He  had  endeav- 
ored to  show  that  the  diaphragm  should  always  be  contracted 
or  in  a  state  of  tension,  when  the  column  of  air  was  being  used 
for  the  formation  of  voice.     He,  therefore,  taught  his  pupils 
to  contract  the  diaphragm  during  the  emission  of  vocalized 

The  speaker  here  presented  a  young  man  who  had  been 
coming  to  his  clinic  for  about  two  years.  When  first  seen,  he 
had  been  unable  to  articulate  so  as  to  be  understood  by  any 
one  When  seventeen  months  old,  he  had  suffered  from 
marasmus,  and  he  was  unable  to  walk  for  five  years. _  When 
first  seen  at  the  clinic  he  was  nineteen  years  old,  and  he  could 
not  speak  a  single  intelligible  word.  The  muscles  of  his  mouth 
and  face  were,  at  that  time,  in  a  state  of  almost  cons  ant  tre- 
mor    He  had  been  taught  to  use  the  organs  of  articulate  m 
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the  formation  of  the  various  sounds,  and  to  control  the  breath 
by  the  proper  use  of  the  respiratory  muscles,  with  special 
emphasis  placed  upon  the  use  of  the  diaphragm,  as  described 
above,  and  he  was  now  able  to  speak  quite  distinctly,  though 
slowly  and  monotonously,  and  with  some  effort.  He  had  been 
taught  to  use  the  syllabic  method  of  articulation,  in  order  to 
properly  train  his  muscles.  In  time  he  will  be  able  to  talk 
smoothly  and  easily. 

Dr.  Makuen  said  that  he  had  treated  children  as  young  as 
six  years.  He  exhibited  three  girls,  who  were  being  trained. 
He  stated  that  stammering  is  a  disorder  of  both  the  muscles 
and  the  nerves,  but  by  muscle  training  the  nervous  system  would 
also  be  trained. 


paper : 
REPORT  OF  THREE  CASES  OF  LIGATION  OF  THE 
INTERNAL    JUGULAR    FOR    SEPTIC    THROMBO- 
SIS,   FOLLOWING    PURULENT    OTITIS    MEDIA- 
RECOVERY. 


BY  EDWARD  BRADFORD  DEXCH,   M.D. 


In  any  case  of  general  septic  infection,  it  is  the  aim  of  the 
surgeon  either  to  remove  the  focus  causing  this  systemic  con- 
dition, at  as  early  a  date  as  possible,  or,  if  its  removal  is  impos- 
sible, to  isolate  it  completely  from  the  general  circulation.  A 
septic  thrombus  of  the  lateral  sinus,  following  inflammation  of 
the  middle  ear,  not  infrequently  extends  downward  into  the 
internal  jugular.  As  the  clot  becomes  disintegrated,  the  char- 
acteristic symptoms  of  a  septicemia  present  themselves.  While 
a  certain  number  of  these  cases  have  recovered  without  oper- 
ative interference,  the  majority  terminate  fatally,  unless  the 
condition  is  relieved  by  the  surgeon.  Ballance  was  the  first 
operator  to  formulate  a  plan  of  procedure  for  the  relief  of  the 
condition  under  discussion.  Since  the  report  of  his  cases,  some 
fifteen  years  ago,  the  means  of  recognizing  the  condition  have 
become  more  exact,  while  the  operative  technique  has  grad- 
ually been  perfected. 

In  this  paper,  I  desire  to  give  briefly  the  history  of  three 
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cases,  in  which  early  intervention  undoubtedly  saved  the  life 
of  the  patients.  . 

The  first  case  was  that  of  a  young  woman,  who  had  suf- 
fered from  a  chronic  suppurative  otitis  since  chddhood.     On 
removing  the  carious  ossicles  and  curetting  the  tympanum    a 
fcUwooe    was    found    in    the    floor   of   the   tympamc   cavt  y- 
Vlthoueh  the  curette  was  used  with  extreme  care   the  jugular 
bulb  was  entered     About  four  days  after  the  removal  of  the 
ossicles    the    patient    began    to    develop    symptoms    of    general 
sepsis'    In  addition  to  the  constitutional  symptoms  there  was 
well-marked  tenderness  just  below  and  in  front  of  the  mastoid 
nrocess      An  immediate  operation  was  performed,      lhe  in- 
ternal jugular  was  exposed  from  a  point  just  below  the  omo- 
hyoid muscle  to  the  jugular  bulb.    On  examination,  a  throm- 
bus was  found  in  the  vein,  at  a  point  about  a  quarter  of  an 
inch  below  the  base  of  the  skull.    The  walls  of  the  vem  wcr 
inflamed,   and    thickened    for   a   considerable   distance       The 
ves  e"  was  secured  between  two  ligatures,  just  below  the  omo- 
hyod,  and  all  tributary  vessels  were  tied  off  in  the  same  man- 
ner and  divided.    Two  ligatures  were  then  passed  _,bout  the 
vein   at  the  upper  angle  of  the  wound,  as  close  to  the  base  ot 
h    skull  as  possible.    The  entire  portion  of  the  vent  invoked 
was  then  carefully  dissected  out.     The  temperature  at  on 
fell,  and  the  patient  made  an  uninterrupted  "^    A    ™ 

a  large  surface  within  the  tympanum,  gmng  free  access 

infectious  material.  fi,:rf,,  VPars  of 

The  second  case  was  that  of  a  man,  about  tlnrty  yean >  o 
age.  who  had  been  suffering  from  an  acute  purule*        - 
tion  of  the  middle  ear  for  about  eight  weeks.    When  I  first 
saw  him    there  were  marked  signs  of  inflammation  of  the 

pUund  sepsis  appeared.     In  this  ^^J^J^     *e 
^d  front  a  point  jus.   above  the  «  %£*£«£  , 

skull.      Both   the   vein    and   its  tributaries 
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clot,  in  a  state  of  decomposition.  The  technique  of  the  opera- 
tion was  carried  out  precisely  as  in  the  former  case,  and  the 
patient  made  a  complete  recovery. 

The  third  case  was  that  of  a  young  man  who  came  to  the 
hospital  with  a  history  of  acute  inflammation  of  the  middle 
ear,  followed  by  characteristic  symptoms  of  mastoid  involve- 
ment. The  mastoid  was  immediately  operated  upon,  and  the 
internal  table  of  the  skull,  covering-  the  sinus,  was  found  to  be 
involved.  The  external  wall  of  the  sinus  was  extremely  thick, 
and  upon  incision  no  bleeding  occurred.  By  means  of  the 
curette,  a  firm  clot  was  removed  from  the  lumen  of  the  vessel. 
The  curette  was  carried  first  upward  toward  the  torcular,  and 
then  downward  toward  the  bulb,  until  fairly  free  hemorrhage 
followed.  Owing  to  the  fact  that  the  case  only  came  under 
observation  on  the  day  of  the  operation,  I  determined  to  post- 
pone further  operative  interference  until  more  exact  observa- 
tion could  be  made  of  the  temperature  record.  About  thirty- 
six  hours  after  the  first  operation,  characteristic  symptoms  of 
systemic  infection  made  their  appearance.  Upon  exposing  the 
internal  jugular,  the  vessel  and  its  tributaries  were  found  to  be 
entirely  filled  with  a  soft  clot.  The  disintegration  of  the  walls 
of  the  vessel  had  been  so  extensive  that  the  vein  could  only 
be  secured  by  pulling  it  forcibly  upward  from  beneath  the 
clavicle.  After  passing  two  ligatures  about  the  vein,  as  low 
down  in  the  neck  as  possible,  it  was  divided  between  them. 
The  tributary  vessels  were  so  much  involved  that  it  was  im- 
possible to  ligate  them  alone.  The  only  way  that  they  could 
be  secured  was  to  include  a  small  amount  of  muscle  or  fascia 
within  the  ligature.  Very  free  hemorrhage  occurred  in  this- 
case,  and  it  was  absolutely  impossible  to  dissect  out  the  vein. 
Every  tributary  was  carefully  sought  for  and  ligated.  Several 
large  lymphatic  glands  were  removed.  Two  ligatures  were 
then  passed  about  the  vein,  close  to  the  base  of  the  skull,  and 
the  vessel  divided  between  them.  As  the  septic  focus  was  thus 
practically  isolated,  and  as  it  was  impossible  to  remove  the 
vessel  completely,  I  deemed  it  perfectly  safe  to  pack  the 
wound  firmly  with  iodoform  gauze,  feeling  sure  that  no  fur- 
ther infection  could  occur.  This  patient  recovered  perfectly, 
and  was  discharged  from  the  hospital  about  three  weeks  after 
the  operation. 

While  it  is  always  wise  to  remove  the  vein,  if  this  can  be 
done,  the  last  case  proves  conclusively  that,  in  those  instances 
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where  the  walls  of  the  vessel  have  become  so  much  involved 
as  to  prevent  this  procedure,  a  careful  isolation  of  the  septic 
area  will  prevent  further  systemic  infection. 

DTS<  CJSSION. 

Dr.  Wilson  said  that  the  first  operation  of  this  character  that 
he  had  assisted  in,  the  operator  had  taken  four  hours  and  a  half 
to  do  the  operation.  He  had,  since  that  time,  done  the  operation 
himself  in  one  hour  and  a  half. 

Dr.  Dench  replied  that  in  the  first  case  the  operation  had  re- 
quired between  two  and  a  quarter  and  two  and  a  half  hours;  the 
second  and  third,  one  and  three-quarter  hours  each. 

Dr.  Otto  Joachim  thought  the  excellent  results  achieved  in 
the  cases  reported  in  the  paper  were  largely  owing  to  the  early 
stage  at  which  the  operations  had  been  done. 

Dr.  Dench  was  of  the  opinion  that  the  secret  of  success  was  in 
making  early  diagnosis,  and  resorting  to  immediate  operation. 
The  history  of  sinus  thrombosis  seemed  to  him  about  as  charac- 
teristic as  any  other  condition  met  with.  There  were  the  typical 
rise  and  fall  of  temperature.  One  should  be  able  to  make  a  posi- 
tive diagnosis  after  watching  a  case  for  forty-eight  hours. 
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PAPER. 

THE    ABORTIVE    TREATMENT    OE   ACUTE    MASTOI- 
DITIS. 


BY  JAMES  F.   M  KERNON,   M.D. 


At  the  beginning  of  this  paper  I  am  disposed  to  make  an  apol- 
ogy to  the  members  of  this  society  for  bringing  before  them  such 
a  seemingly  threadbare  subject,  but  in  looking  over  the  otological 
literature  of  the  past  two  years,  I  find  the  treatment  set  down  for 
this  disease  by  many  competent  writers  so  directly  at  variance  with 
that  of  my  own  experience  that  I  am  prompted  to  bring  the  sub- 
ject before  you,  not  that  I  have  anything  especially  new  to  impart 
as  to  its  treatment,  but  rather  to  place  before  you  for  discussion 
that  I  may  learn  as  much  as  possible  from  the  experience  of  others. 

It  is  said  by  many  who  are  practising  otology  to-day  that  the 
only  rational  means  of  aborting  an  acute  inflammation  of  the  mas- 
toid is  to  apply  either  dry  or  moist  heat  around  the  external  ear 
and  over  the  mastoid  process.  It  has  also  been  said  that  heat  so 
applied  will  abort  four  out  of  five  cases  of  acute  inflammation  of 
the  mastoid  structures,  besides  making  the  patient  at  the  time  feel 
more  comportable  and  cause  the  existing  pain  to  disappear. 

Wishing  to  thoroughly  test  this  method  of  treatment  before 
condemning  it,  I  tried  it  in  ten  cases  of  the  mastoid,  four  in  chil- 
dren under  eight  years  of  age,  and  six  in  adults.  The  heat  was  ap- 
plied in  six  case  by  having  hot  water  pass  through  an  ordinary 
Leiter  coil  at  a  temperature  of  1320  F.  The  coil  was  placed  close 
to  the  mastoid,  in  the  usual  manner  as  when  ice  is  used.  This  was 
kept  up  continuously  for  thirty-six  hours.  At  the  end  of  twenty- 
four  hours  the  coil  was  removed  and  tenderness  quite  as  marked  as 
before  treatment  was  found  in  two  of  the  cases.  In  the  four  other 
cases  the  tenderness  upon  pressure  had  increased.  The  coil  was 
then  reapplied  and  at  the  end  of  thirty-six  hours  was  removed  and 
ice  water  substituted  where  before  hot  water  had  passed  through 
the  coil.  The  result  was  that  in  twenty-four  hours  after  applying 
the  cold  treatment  the  tenderness  had  practically  disappeared  from 
five  of  the  six  cases.  In  the  sixth  there  was  still  marked  tender- 
ness, but  not  to  such  a  degree  as  before  the  ice  was  used.  In  this 
sixth  case  the  coil  was  reapplied    for   twelve    hours,  and  when 
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taken  off  there  was  onl)  very  slighl  tenderness  present  with  even 
greater  pressure  over  the  parts  than  had  been  used  twelve  hours 
previously. 

In  the  other  four  cases  a  hot-water  bag,  as  warm  as  the  pa- 
tient could  bear  it,  was  kept  against  the  mastoid.  This  was  con- 
tinued for  thirty-six  hours  ami,  upon  examination,  the  tenderness 
in  two  of  the  cases  had  diminished,  while  in  the  other  two  there 
seemed  to  be  no  change  as  to  the  tenderness  and  swelling.  Wish- 
ing to  give  this  method  a  still  further  trial,  the  heat  was  continued 
for  twelve  hours  longer,  the  result  being  that  three  of  the  four 
cases  increased  in  tenderness  and  swelling  to  such  an  extent  that 
twenty-four  Ik  >urs  after  the  removal  of  the  heat  they  were  operated 
upon,  and  in  all  three  pus  was  found  in  the  mastoid  antrum  and 
cells. 

The  fourth  and  last  case  exhibited  at  the  time  of  the  heat  re- 
moval less  tenderness  and  swelling  than  at  the  previous  examina- 
tion twelve  hours  before.  This  case  was  kept  under  observation 
for  four  days  more,  and  during  this  time  there  was  always  some 
tenderness  upon  pressure  over  the  antrum  and  at  the  dip.  The  pa- 
tient was  then  allowed  to  go  home,  only  to  return  in  five  days  with 
all  the  former  symptoms  intensified.  This  time  an  ice-coil  was  ap- 
plied and  left  in  place  for  thirty-six  hours,  at  the  end  of  which 
time  the  tenderness  had  all  disappeared,  as  well  as  the  pain  and 
post-aural  swelling  which  had  existed.  This  case  was  kept  under 
strict  observation  for  three  weeks,  being  seen  every  other  day,  and 
during  this  period  no  symptoms  of  the  former  trouble  could  be 
found.  In  all  of  these  cases  there  had  been  spontaneous  perfora- 
tion of  the  drum  membrane  previous  to  their  coming  under  obser- 
vation, and  a  purulent  discharge  was  present  in  seven  of  them.  In 
the  other  three  cases  the  discharge  was  serous.  Four  of  the  ten 
cases  exhibited  some  swelling  back  of  the  auricle  and  over  the 
mastoid  when  first  coming  under  observation.  Of  these  four  only 
one  was  in  a  child,  the  other  three  being  adults.  In  all  the  cases 
the  middle  ear  was  drained  freely  and  irrigation  with  T-4000  bi- 
chloride practised.  In  short,  precisely  the  same  method  was  fol- 
lowed out  as  wnen  cold  treatment  was  used  in  my  other  cases. 
These  ten  cases  were  taken  one  after  the  other,  as  they  presented 
themselves  day  after  day  for  treatment.  Certainly  you  will  agree 
with  me  that  here  such  treatment  was  not  a  success. 

The  successful  abortive  treatment  of  acute  mastoiditis  in  a 
very  large  proportion  of  the  cases  is  a  simple  matter,  and,  without 
going  too  much  into  detail,  I  propose  to  give  here  the  treatment 
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ordinarily  followed  out  in  a  routine  case  when  it  comes  under  ob- 
servation. 

Trail  went. — When  the  case  presents  itself  for  treatment  we 
usually  find  on  inspection  either  a  purulent  discharge  coming  from 
the  external  auditory  meatus  of  the  affected  side,  or  a  serous  dis- 
charge, depending  largely  upon  the  duration  of  the  disease  or 
whether  the  middle  ear  has  become  subsequently  infected  after 
rupture  of  the  drum  membrane.  In  a  very  small  number  of  the 
cases  we  find  no  discharge  of  either  character,  and  an  inspection 
of  the  drum  membrane  shows  us,  usually,  a  bulging  with  a  general 
redness  over  the  whole  surface  of  the  drum,  and  also  marked  con- 
gestion and  swelling  of  the  superior  and  posterior  canal  walls.  In 
about  half  the  number  of  cases  coming  under  observation  there  is, 
in  addition,  marked  tenderness  over  the  mastoid,  particularly  that 
part  situated  directly  over  the  antrum,  a  small  amount  of  swelling 
directly  behind  the  ear.  In  all  cases  so  coming  under  observation,  if 
the  middle  ear  is  not  being  drained  sufficiently  through  the  open- 
ing made  by  Nature,  then  this  opening  is  enlarged  by  a  free 
incision,  and  if  the  upper  portion  of  the  middle  ear,  or  attic,  be  in- 
fected, this  incision  is  extended  upward,  opening  Shrapnell's  mem- 
brane, and  still  continued  outward  and  backward  through  the  tis- 
sues of  the  superior  canal  wall,  thus  making  what  has  sometimes 
been  called  an  internal  Wilde's  incision.  Rarely  have  I  seen  a 
swelling  of  the  superior  or  posterior  canal  walls,  due  to  middle-ear 
inflammation,  without  a  corresponding  fulness  in  the  attic  region. 
But,  should  it  occur,  this  incision  should  be  made  freely  through 
these  structures.  This  done,  the  patient  is  placed  in  bed,  absolute 
rest  enjoined,  an  ice-coil  applied  snugly  over  the  mastoid  process, 
a  free  purgative  administered,  the  canal  irrigated  every  two  or 
three  hours  (depending  upon  the  character  of  the  discharge)  with 
warm  solution  of  bichloride  of  mercury,  1-4000,  and  the  patient 
kept  on  a  fluid  diet.  The  coil  is  left  in  position  for  twenty-four 
hours,  and  at  the  end  of  this  time  we  usually  find  upon  its  re- 
moval much  less  tenderness  than  had  existed  before,  and  if  all 
swelling  has  not  entirely  disappeared  it  has  markedly  diminished. 
Inspection  of  the  canal  shows  us  much  less  swelling  in  the  walls 
where  the  day  before  it  was  marked;  the  drum  membrane  no 
longer  bulges,  has  lost  much  of  its  inflammatory  tint,  and  alto- 
gether we  have  the  case  going  on  to  a  rapid  convalescence. 

If,  after  twenty-four  hours  of  this  treatment,  the  tenderness 
over  the  mastoid  has  not  almost  entirely  disappeared,  then  the 
coil  is  reapplied  for  twelve  hours  longer,  the  irrigation  kept  up  as 
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before,  and  when  at  the  end  of  tinny  six  hours  from  its  first  ap- 
plication the  coil  is  left  off  altogether  we  have  a  case  where  he 
other  mastoid  symptoms  have  ceased,  and  only  a  diminishing  dis- 
charge from  the  middle  car  each  day  is  left  to  treat,  so  that  in  a 
week's  time  the  majority  of  these  cases  are  discharged  cured  and 
reman,  cured,  unless  they  are  unfortunate  enough  to  contract  a 
subsequent  inflammation  of  those  structures. 

In  a  very  small  percentage  of  the  cases  there  will  still  be  a 
marked  tenderness  over  the  mastoid  at  the  end  of  thirty-six  hours 
when  the  coil  is  removed.  In  these  cases,  if  the  temperature  be 
under  *oo°  F.,  the  middle  car  draining  freely,  and  there  is  no  in- 
creased fulness  of  the  posterior,  or  superior,  canal  walls  then  the 
coil  is  replaced  once  more  for  a  period  of  twelve  hours  and  over 
one-half  of  this  type  of  cases  will  from  that  time  convalesce  rap- 

1CUyif  of  course,  at  the  end  of  this  period  all  the  symptoms  and 
physical  signs  remain  the  same,  or  have  increased  then  there  is 
noting  further  to  be  done  but  to  open  the  mastoid  and  proceed 
with  the  classical  operation. 

In  young  children,  when  the  tenderness  exists  to  any  great  de- 
gree after  thirty-six  hours  of  this  treatment,  we  shou  Id .not  again 
reapply  the  coil,  but  leave  it  off  for  a  few  hours,  and  if  the  tender- 
ness and  pain  still  be  present,  then  the  mastoid  should  he  opened 

without  further  delay.  . 

As  to  the  application  of  moist  heat  to  the  mastoid  of  a  patient 
suffer!,"  from  acute  inflammation,  the  result  of  acute  middle-ear 
rouble  I  am  absolutely  opposed  to  it.  To  be  sure,  it  does,  m  a 
fjstre  of  the  cases,  diminish  or  stop  the  pain,  but  it  does  so 
the  yery  great  expense  of  softening  and  undermmmg  the  tissues 
beneath  it!  so  that  when  removed,  the  disease  can  and  does  involve 
verv  rapidly  this  softened  tissue. 

"  Sieve  that  a,  the  outset,  or  when  we  first  see  t  ese  cas  s, 
we  can,  by  examining  the  discharge  from  & .canal, f™l™^ 
definite  prognosis  at  this  early  stage  as  to  whether  or  not  the  case 
would  "O  on  to  operation.  In  all  the  cases  coming  under  my  ob- 
eryMion  the  discharge  is  examined,  and  where  the  strep ococcu 
is  found  in  abundance  in  this  discharge  e.ght-tenths  of  the  case 
subsequently  have  to  be  operated  upon,  whereas,  «*««»« 
hand,  when  the  streptococci  are  absent,  or  only  presen  tin  very 
small  numbers,  few,  if  any,  of  the  cases  reach  the  operative  stage. 
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DISCUSSION. 

Dr.  W.  C.  Phillips  said  that  he  did  not  feel  like  condemn- 
ing- heat  so  strongly  as  had  the  reader  of  the  paper.  The  physi- 
cian's duty  was  to  cecide  whether  or  not  the  case  was  well  ad- 
vanced. He  could  not  say  that  hot  applications  were  better  than 
cold  ones,  though  perhaps  safer.  He  felt  quite  sure  one  of  his 
cases  had  died  from  the  result  of  a  too  prolonged  application  of 
the  ice-coil  at  too  late  a  stage  of  the  disease.  It  seemed  to  mask  the 
symptoms.  He  was  disposed  to  confine  the  use  of  the  ice-coil  to 
twenty-four  hours,  or  at  most,  thirty-six  hours.  He  had  made  it 
a  rule  for  some  time  past  to  have  a  bacteriological  examination 
made  of  the  discharge.  This  year  streptococci  had  been  present  in 
every  instance,  and  sometimes  also  pneumococci  and  staphylo- 
cocci. The  ice-coil  had  a  tendency  to  mask  the  symptoms,  and  this 
should  be  given  careful  consideration,  particularly  by  the  inexpe- 
rienced.   He  made  it  an  invariable  rule  not  to  reapply  the  ice  coil. 

Dr.  Chambers  said  that  during  the  past  few  months  he  had 
studied  bacteriologically  fifty-eight  cases  of  mastoid  disease,  thirty 
of  which  had  gone  on  to  operation.  He  felt  that  in  the  other  twen- 
ty-eight he  had  aborted  the  disease  by  the  injection  of  water  at  a 
temperature  of  1200  F.  into  the  auditory  canal.  Some  of  his  pa- 
tients had  stated  that  they  had  used  the  water  at  a  temperature  of 
1300  F.,  and  with  increased  comfort.  He  used  the  hot  water 
through  the  ear  douche  with  outlet  pipe  at  intervals  of  an 
hour  for  two  or  three  days,  and  followed  it  for  fifteen  minutes  by 
an  application  of  ice,  and  for  another  fifteen  minutes  by  the  hot- 
water  bag,  and  then  started  again  with  the  hot  water  douche.  In 
12  per  cent,  of  the  cases  Fraenkel's  pneumonia  bacillus  had 
been  present.  In  a  number  of  instances  paracentesis  of  the  drum 
had  been  performed  one  or  more  times.  The  cases  showing  the 
pneumonia  bacillus  had  been  most  easily  controlled.  If  strepto- 
cocci were  present,  the  opening  in  the  drum  was  cauterized  with 
chromic  acid;  if  the  germ  was  Fraenkel's  bacillus  a  pepsin  treat- 
ment always,  in  every  case  where  it  could  be  thoroughly  employed, 
promptly  stopped  the  discharge. 

Dr.  Joseph  S.  Gibb  said  that  he  was  surprised  to  have  been  se- 
lected to  take  part  in  the  discussion  on  the  abortive  treatment  of 
acute  mastoiditis,  when  there  were  so  many  better  qualified  present. 
I  [owever,  it  would  be  impossible  not  to  have  met  with  these  cases 
in  an  experience  covering  several  years  in  a  large  hospital  in  which 
he  had  the  honor  to  have  charge  of  the  ear  and  nose  and  throat 
cases.  According  to  his  observation  cases  of  acute  mastoiditis  are 
prompt  in  developing,  and  usually  demand  active  and  energetic 
treatment  for  their  relief.  FJe  was  equally  sure  that  prompt  abor- 
tive measures  in  a  certain  proportion  of  cases  is  rewarded  by  good 
results. 

Too  often  these  cases  are  overlooked,  or  treated  lightly  by  the 
miedcal  attendant,  until  unmistakable  evidences  of  suppuration 
leaves  the  surgeon  nothing  to  do  but  open  the  mastoid  and  evacu- 
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ate  the  dus   The  experience  he  has  gained    in   the  wards  of  the 
Eoisc^l  Hospital,  where    his   attention    is    called  to  the  cases, 
eSv  has  convinced  him  that  much  may  he  done  of  an  abortive  na- 
ture    We  have  in  this  hospital  constantly  a  large  number  of  cases 
o    tvohoid    ever  and  ear  complications  have  been  unusually  preva- 
?enty  especially  within  the  past  two  years.     He  has  seen  several 
verv  severe  cases  of  acute  otitis  media  in  the  past  winter,  and  in 
111  of  these cases  symptoms  of  mastoid  irritation  were  present  and 
m      f i     what would  be  regarded  as  unmistakable  signs  o    inflam 
ation  were  present,  and  yet  in  this  group  of  possiWy  eight  orto 
ntU  i  he  has  no  record  but  reports  from  memory)  in  but  one  was 
deemed  necessary  to  open  the  mastoid.    One  case  in  particular 

-,nn1  '  The  discharge  gave  little  or  no  relief  to  the  pain,  anu  yeiy 

wmmms 

much,  and  even  the  discharge  *™^^-™Jfod  of  about 
quantity.    The  treatment  ^^TTlrsyZtlms  present,  and 
two  weeks  there  were  absolute})  no -ear  syrnptoi      y 
the  girl  departed  for  her  home  m  Scotland      lhis  case ;     1 

radical  measures;  unless  there  a^  ^'^ications  are  present  an 
ence  of  pus  or  symptoms  oi^^^^^^^y  action 
earnest  effort  should  be  made  ^^t  tiwmfla^  ^ 
by  means  of  leeches.  1Ce  or  Lei to    s  coil  ^  ie  m«to      ^ 
with  pr« .per  attention  to  the  sea et ions    c      ,  o_ 

circulation  by  small  doses  of  mercurial    had  clic  h n  l 

resis  and  diuresis.  Attention  f^^^^  While  this 
suppuration  be  present  and  f re*  dram agem ^^  that  these 
is  his  firm  belief,  at  the  same :toi    he  does  not  bene  ^  ^ 

measures  should  be  persist ed  in  too  long      -   ;  forty.eight 

abatement  in  the  pain  in  ^^^if^^Sy  to  cut  down 
hours,  it  would  certainly  he  the  part  :of good I  surge  . 

°*  K.^^^  experience 
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in  the  treatment  of  acute  mastoiditis,  but  he  discarded  the  use  of 
leeches  and  trusted  solely  to  cold  as  an  abortive  measure. 

Dr.  S.  F.  Snow  said  he  could  not  help  feeling  that  many  cases 
of  simple  inflammation  of  the  mastoid  were  needlessly  operated 
upon.  He  had  formerly  used  heat,  but  had  changed  to  cold,  not 
that  he  thought  there  was  so  much  difference  in  the  results,  but  be- 
cause cold  was  more  easily  applied.  The  first  indication  was  to  es- 
tablish free  drainage  from  the  tympanic  cavity,  and  if  this  were 
attended  to  it  was  quite  safe,  even  in  the  more  advanced  ones,  to 
await  the  result  of  using  ice.  The  only  exception  wras  in  cases 
showing  symptoms  of  intracranial  complications.  The  heat  or 
cold  should  be  applied  uninterruptedly  from  the  beginning  to  the 
end  of  the  abortive  treatment.  It  was  safe  to  continue  the  con- 
stant application  of  ice  so  long  as  continued  improvement  was 
apparent.  He  felt  more  than  ever  confident  on  this  point,  from 
recent  experience.  If  a  1owt  temperature  of  the  parts  were  con- 
tinuously maintained  the  production  of  pus  would  be  lessened. 

Dr.  Lederman  thought  there  could  be  no  doubt  that  cold  appli- 
cations, properly  made,  free  incision  and  drainage  constituted  the 
proper  abortive  treatment  of  this  disease.  Some  cases  are  more 
comfortable  with  hot  applications,  this  is  more  noticeable  in  the 
subacute  stage. 

Dr.  E.  E.  Holt,  of  Portland,  Me.,  said  that  he  had  tried  heat, 
but  had  found  that  it  macerated  the  tissues  and  favored  their  inva- 
sion fith  germs.  On  the  other  hand,  the  cold,  by  masking  the  symp- 
toms, was  apt  to  be  misleading.  Instead  of  either  cold  or  heat,  he 
now  made  use  of  the  glycerine  of  carbolic  acid,  and  found  it  bet- 
ter than  either  of  the  others.  It  had  the  advantage  of  not  masking 
the  symptoms.  When  there  was  any  marked  bulging  behind  the 
ear  he  was  in  favor  of  prompt  operation  and  the  establishment  of 
good  drainage. 

Dr.  L.  C.  Cline  said  that  in  early  stages  the  main  thing  was  to 
secure  proper  drainage.  Calomel  and  saline  purge  was,  perhaps, 
as  useful  as  the  application  of  cold. 

Dr.  R.  C.  Myles  said  that  it  has  been  his  experience,  after  mak- 
ing a  free  incision  in  the  posterior  quadrant  and  into  the  perios- 
teum, to  observe  that  there  was  a  tendency  for  the  wound  to  close 
and  interfere  with  drainage ;  he,  therefore,  favored  not  only  the 
straight  incision,  but  also  a  curved  or  T-shaped  incision.  In  some 
of  the  cases  he  had  excised  a  circular  portion  of  the  drum,  and 
these  cases  had  done  the  best  of  all.  Many  of  these  cases  had 
come  under  observation  last  winter,  and  only  a  few  of  them  had 
required  operation. 

Dr.  B.  Alex.  Randall,  of  Philadelphia,  was  invited  to  take 
part  in  the  discussion.  He  said  that  he  had  generally  found  hot 
applications  quite  satisfactory,  but  moved  by  Dr.  McKernon's 
comparative  tests,  had  recently  tried  cold.  In  a  series  of  cases,  in 
which  there  seemed  a  fighting  chance,  he  had  made  effective  use  of 
the  cold,  yet  it  had  so  happened  that  all  of  them  had  required  oper- 
ation.   On  the  other  hand,  at  least  a  dozen  of  the  apparently  un- 
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favorable  cases  treated  by  heat,  had  hem  cured  without  operation. 
In  the  past  ten  years  heat  had  rendered  him  valuable  assistance  in 
over  600  mastoid  cases,  cured  without  operation;  while  in  hardly 
a  dozen  had  it  failed. 

Dr.  L.  B.  Grady,  of  Nashville,  said  he  believed  that  when  the 
mastoid  cells  had  become  infected  with  pus-producing  organisms 
the  application  of  heat  or  cold  could  do  little  if  any  good  in  the  way 
of  arresting  suppuration.  He  favored  the  early  use  of  purgatives 
and  the  establishment  of  drainage,  lie  had  been  particularly 
pleased  with  the  application  of  leeches,  according  to  the  age  and 
physical  condition  of  the  patient.  This  application  he  made  in- 
variably if  the  case  were  seen  early.  If,  however,  infection  of 
the  deeper  parts  had  already  taken  place,  he  operated. 

Dr.  McKernon,  in  closing,  thought  it  was  often  a  fine  point 
to  determine  when  the  cold  could  be  applied.  When  there  was  an 
inflammation  of  the  lining  membrane  of  the  antrum  and  cells  he 
believed  such  treatment  did  good;  he  did  not  expect  to  stop  sup- 
puration that  had  already  taken  place.  He  had  tried  leeches,  but 
having  found  in  hospital  practice  infection  of  the  leech-bites  he  had 
discarded  this  mode  of  treatment  except  occasionally  in  private 
practice.  All  of  the  streptococcus  cases  go  on  to  suppuration  and 
abundant  formation  of  pus.  He  had  had  no  experience  with  the  gly- 
cerite  of  carbolic  acid.  He  believed  in  free  drainage,  purgation, 
and  absolute  rest  as  the  important  factors  in  the  early  treatment. 
If  a  good,  free  incision  were  made  at  first  there  would  be  rarely 
any  occasion  for  a  second  one. 
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PAPER : 

A  FURTHER  REPORT  UPON  THE  USE  OF  PURE  CAR- 
BOLIC ACID  IN  THE  TREATMENT  OF  MASTOID 
WOUNDS  AND  CHRONIC  SUPPURATION 
OF  THE  MIDDLE  EAR. 


BY    WENDELL    C.    PHILLIPS,    M.D. 


At  the  fifth  annual  meeting  of  this  society  I  called  your  atten- 
tion to  rhe  use  of  pure  carbolic  acid  in  mastoid  wounds  and  in 
chronic  suppurations  of  the  middle  ear.  The  paper  gave  a  short 
resume  of  Powell's  article  on  "Carbolic  Acid  Surgery,"  wherein 
he  had  demonstrated  that  95  per  cent,  solution  of  the 
crystals  of  carbolic  acid  could  be  rubbed  freely  on  the  hands  and 
allowed  to  remain  for  a  few  seconds  with  no  unpleasant  effects, 
providing  the  hands  were  rinsed  with  pure  alcohol;  in  other  words, 
he  had  shown  that  alcohol  is  a  perfect  antidote  for  carbolic  acid. 

At  the  time  the  previous  paper  was  presented,  I  had  made  use 
of  this  drug  for  three  months  only  in  the  treatment  of  mastoid 
wounds  and  chronic  suppurative  otitis  media,  in  which  necrosis 
existed,  and  in  the  sinuses  so  often  found  in  mastoid  wounds  which 
are  so  difficult  to  heal ;  I  also  presented  a  convenient  atomizer  for 
spraying  the  acid  when  it  was  required  in  attic  cases. 

Several  of  the  cases  presented  at  that  time  had  resisted  all 
methods  of  treatment,  but  with  the  use  of  carbolic  acid  healing 
rapidly  took  place.  From  the  number  of  cases  in  which  it  had 
been  used,  six  were  reported,  in  all  of  which  the  patients  have  re- 
mained well  up  to  the  present  date.  During  the  past  year  I  have 
continued  the  use  of  carbolic  acid  both  in  private  and  hospital  prac- 
tice, and  am  able  to  give  a  fuller  report  as  to  its  benefits.  My 
cases  have  been  about  the  same  as  those  reported  before,  ex- 
cepting that  I  have  used  it  upon  the  denuded  surfaces  after 
ossiculectomies,  and  also  in  burrowing  pus  sacs  accompanying 
mastoid  suppurations.  Some  of  these  pus  sacs  extended  well 
down  into  the  sterno-cleido-mastoid  muscle,  and  others  had 
burrowed  downward  and  backward  upon  the  external  surface 
of  the  cranium.  I  have  used  it  freely  in  these  latter  cases,  and 
cannot  say  too  much  as  to  the  favorable  results  obtained. 
After  emptying  the  pus  cavities  freely,  I  used  the  carbolic  acid 
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with  considerable  freedom,  making  use  of  a  cotton  carrier,  and 
leaving  the  cotton  rather  loose  at  the  point.  1  swab  out  these 
cavities  with  the  acid.  One  improvement  in  its  use  in  this 
connection  seems  to  have  been  obtained  from  leaving  the  acid 
a  longer  time  in  contact  with  the  tissues  before  using  the  alco- 
hol. I  often  leave  the  carbolic  acid  for  from  thirty  to  sixty 
seconds  before  resorting  to  the  alcohol.  This  seems  to  me  to 
be  the  more  rational  method,  giving  the  carbolic  acid  more 
time  to  produce  its  effect  upon  the  necrosed  tissues  with  which 
it  comes  in  contact. 

In  the  pus  sacs  in  which  I  have  used  the  carbolic  acid,  I 
have  not  in  any  single  instance  been  obliged  to  make  any 
operation  for  secondary  abscesses.  A  this  moment  I  can  recall 
four  ossiculectomies  in  which  1  have  made  use  of  carbolic  acid 
to  destroy  any  resultant  necrosis.  I  might  state  here  that  I 
never  perform  ossiculectomy  except  in  those  chronic  suppura- 
tions which  have  resisted  all  forms  of  local  medication  for  a 
reasonable  period  of  time. 

In  all  these  cases  I  believe  pure  carbolic  acid  has  had  a 
beneficial  effect,  although  I  am  fully  aware  that  many  of  these 
patients  recover  as  a  result  of  the  removal  of  the  ossicles 
alone;  at  least  I  have  seen  no  ill  effects  from  its  use  in  this 
class  of  cases,  and  I  have  come  to  believe  that  there  is  a  more 
rapid  healing  when  carbolic  acid  is  employed.  1  might  fur- 
ther add  that  in  no  instance  has  the  use  of  carbolic  acid  in  the 
cases  above  described  been  followed,  by  any  unfavorable  reac- 
tion or  any  untoward  symptoms,  so  that  if  applied  even  with 
considerable  freedom  one  need  have  no  fear  of  doing  harm,  of 
course  bearing  in  mind  the  fact  that  the  acid  is  thoroughly  de- 
stroyed by  the  subsequent  free  application  of  alcohol. 

I  have  the  following  note  from  Dr.  Parker,  house  surgeon 
to  the  Manhattan  Eye  and  Ear  Hospital,  giving  in  a  tew  wor 
the  result  of  his  experience  with  the  acid.  Dr.  Parker  gives 
his  experience  in  effect  as  follows:  He  has  used  pure  carbolic 
acid,  followed  by  alcohol,  for  the  past  six  months,  m  about 
twenty  cases  that  have  been  operated  on  for  mastoiditis,  and 
has  observed  that  the  discharge  has  been  markedly  lessened 
by  its  use  in  cases  in  which  other  cauterizing  agents  had  failed. 
To  quote  his  words:  "Under  its  use,  areas  of  necrosed  bone 
have  taken  on  a  healthy  healing-process,  sluggish  granulations 
have  been  stimulated  to  healthy  activity,  and  in  many  cases 
secondary  operations  have  been  avoided.     It  has  been  partic- 
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ularly  valuable  when  used  by  means  of  the  spray ;  in  discharge 
of  the  middle  ear,  many  cases  of  persistent  discharge  have 
been  entirely  stopped." 

DISCUSSION. 

Dr.  Lederman  said  that  he  had  used  this  treatment  in  a  few 
cases,  and  had  found  very  little  reaction  if  the  alcohol  were 
promptly  applied.  Where  the  necrosis  was  superficial  there 
seemed  to  be  quite  a  field  for  the  use  of  this  agent. 


AN  UNUSUAL  CASE  OF  TRAUMATIC  RUPTURE  OF 
THE  MEMBRANA  TYMPANI. 


BY  GEORGE  L.   RICHARDS,   M.D. 


In  a  recent  number  (May  12,  1900)  of  the  Journal  of  the 
American  Medical  Association,  Dr.  Packard,  of  Philadelphia,  has 
an  article  on  "Traumatic  Perforations  of  the  Membrana  Tym- 
pani."  In  addition  to  reviewing  in  detail  all  the  cases,  eleven 
in  number,  found  in  1,500  consecutive  ear  cases  in  the  out- 
patient department  of  the  Pennsylvania  Hospital,  he  has  care- 
fully analyzed  all  the  cases  found  in  recent  literature.  He 
finds  the  accident  a  rare  one.  Randall,  in  a  tabulation  of  5,412 
cases  of  ear  disease,  found  but  five  cases  of  traumatic  perfora- 
tion. The  number  occurring  in  any  one  man's  experience  is 
very  few.  The  rarity  of  such  cases,  and  the  fact  that  I  do 
not  find  in  Dr.  Packard's  article,  or  in  any  other  literature  to 
which  I  have  access,  any  reference  to  such  a  case  as  my  own 
is  my  excuse  for  presenting  the  following  to  you,  and  adding 
cne  more  to  the  list  of  causes  of  traumatic  perforation  of  the 
tympanum. 

J.  H.,  forty-three  years  of  age,  fireman,  was  struck  while 
at  a  fire  by  a  stream  of  water  from  a  hose,  receiving  nearly  its 
full  force  on  the  side  of  the  head,  and  at  short  range.  He  was 
knocked  down  and  stunned  ;  when  he  recovered  he  had  pain 
in  the  ear,  and  a  serous  discharge  from  it  for  a  day  or  two.  He 
came  to  me  four  days  after  the  accident.  I  found  a  triangular 
rupture  in  the  posterior  inferior  quadrant  of  the  drum  mem- 
brane ;  the  drum  was  tense,  and  the  edges  of  the  perforation 
nowhere  in  contact.     In  size  it  was  perhaps  an  eight  by  a  six- 
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teenth  of  an  inch.  He  complained  of  tinnitus,  ami  some 
of  hearing.  The  canal  was  carefully  cleansed  to  guard  against 
any  infection  from  without,  and  an  iodoform  gauze  wick  put 
in  it.  This  was  replaced  every  other  day,  and  in  eleven  days 
healing  was  complete.  The  tinnitus  lasted  a  while  longer,  and 
gradually  disappeared.  So  far  as  I  know  there  has  been  no 
trouble  since.  I  think  the  rupture  was  due  to  sudden  com- 
pression of  the  air  in  the  external  canal,  rather  than  to  the 
impact  of  the  water  against  the  drum,  though  it  may  have  been 
due  to  the  latter. 

I  have  recently  had  another  case  of  traumatic  rupture  of 
the  drum  in  connection  with  a  fractured  temporal,  or  what 
seemed  like  it,  which  although  not  belonging  to  the  unusual 
cases  of  traumatic  rupture  may  be  mentioned  in  this  con- 
nection. 

A  man  of  fifty-nine,  mule  spinner  by  occupation,  and  of 
temperate  habits,  fell  down  stairs  and  struck  the  left  side  of 
the  head,  in  the  region  of  the  ear.  He  stated  that  the  next  day 
he  could  not  speak,  and  on  the  following  day  had  a  complete 
facial  paralysis.  There  was  a  discharge  from  the  ear  from  the 
first.  I  did  not  see  him  until  three  weeks  after  the  accident, 
when  he  was  referred  to  me  on  account  of  the  facial  paralysis. 
I  found  a  small  perforation  in  the  postero-inferior  quadrant, 
through  which  was  exuding  a  slight  sero-sanguineous  dis- 
charge. He  complained  of  considerable  deafness  and  some 
tinnitus.  The  discharge  gradually  diminished,  and  healing 
took  place  in  from  four  to  six  weeks ;  in  about  four  months  the 
facial  paralysis  had  nearly  disappeared.  The  slower  healing 
of  the  perforation  in  this  case  was  due  to  the  injury  of  deeper 
structures  and  the  longer  time  required  for  their  healing. 

Of  themselves  traumatic  ruptures  of  the  tympanum  are  of 
no  special  significance,  if  unaccompanied  by  injury  to  the  other 
ear  structures.  The  external  canal  is  to  be  carefully  cleansed, 
and  the  entrance  of  micro-organisms  from  without  prevented 
as  far  as  possible.  In  a  comparatively  few  days  healing  is 
complete.  The  symptoms  most  complained  of  in  nearly  all  the 
cases  is  tinnitus.  This  gradually  passes  away  in  most  cases. 
The  loss  of  hearing  is  usually  not  extreme,  and  is  only 
temporary. 

DISCUSSION. 

Dr.  Holt  said  he  had  seen  one  or  two  cases  of  rupture  of  the 
membrana  tympani.  from  waves  striking  the  head  while  the  per- 
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son  was  in  bathing.  Recently  he  had  seen  a  case  of  perforation  of 
the  drum  membrane  occurring  in  a  bicycle  rider  who  had  been 
struck  in  the  ear  by  a  wire  hanging  down.  No  other  part  had 
been  injured. 

Dr.  N.  H.  Pierce  said  that  during  the  bombardment  of  Santi- 
ago a  number  of  sailors  had  had  traumatic  perforation  of  the  ear 
drum,  particularly  the  men  working  in  the  turrets.  It  had  been 
usually  accompanied  by  more  or  less  pain,  deafness  and  tinnitus. 
Most  of  these  men  had  been  able  to  return  to  their  work  within  a 
week.  One  of  the  most  protracted  cases  he  had  seen  recently. 
Here  was  a  chronic  suppuration  of  the  middle  ear,  which  the 
patient  said  had  not  existed  before  the  injury.  The  treatment  had 
consisted  in  plugging  up  the  ear  with  cotton,  and  very  carefully 
abstaining  from  the  use  of  antiseptics. 


paper : 
PRIMARY    CARCINOMA    OF    LARYNX:     REPORT    OF 

A   CASE. 


BY   T.    H.    FARRELL,   M.D. 


This  seems  in  every  respect  a  typical  case.  It  occurs  in 
a  man,  and  Gerhardt  says  it  is  "three  times  more  common  in 
men  than  women."  It  occurred  between  the  ages  of  fifty  and 
sixty,  in  which  decade  Jurasz  showed  the  disease  to  be  most 
frequently,  and  it  proved  to  be  an  "epithelioma,"  which,  ac- 
cording to  Jonathan  Wright,  is  "the  form  most  usually 
observed." 

F.  K.,  set.  fifty-four,  German,  saloon-keeper,  a  veteran  of 
the  Civil  War,  first  consulted  me  April  12,  1899.  He  is  the 
youngest  of  ten  children,  all  living,  and  in  good  health.  He 
had  had  pain  in  swallowing  for  three  months,  and  had  lost 
about  forty  pounds  of  flesh.  Some  weeks  ago  a  general  prac- 
titioner had  excised  the  uvula,  believing  it  to  be  the  source 
of  the  dysphagia.  Laryngoscopy  examination  showed  a  gray- 
ish fungus  growth  confined  to  the  left  side,  and  involving  the 
margin  of  the  epiglottis,  aryepiglottidean  fold,  arytenoid  carti- 
lage, and  extending  a  short  distance  on  the  glosso-epiglottic 
fold.  True  cords  not  involved ;  voice  unimpaired.  No  in- 
volvement of  glands. 

April  29th  I  excised  two  pieces  for  examination  by  the 
microscope,  and  submitted  them  to  Dr.  Moffatt,  of  Utica,  and 
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Dr.  George  Blumer,  of  the  Bender  Institute,  Albany.  Both 
reported  epithelioma.  Dr.  Blumer  writes:  "I  examined  the 
laryngeal  tumor  yesterday,  and  found  to  be  a  typical  epithe- 
lioma; quite  cellular,  and,  as  far  as  one  can  judge  from  micro- 
scopic appearances,  I  should  say  quite  malignant." 

On  presenting  the  facts  and  prognosis  to  the  patient,  he 
said  if  an  operation  could  be  done  at  home  be  would  submit, 
but  would  not  go  to  New  York  or  Philadelphia. 

After  reading  up  all  the  available  literature,  a  great  deal 
of  which,  in  regard  to  the  technique  of  the  operation,  seemed 
to  have  been  written  rather  to  befog  than  to  enlighten,  I  un- 
dertook the  operation,  in  association  with  Dr.  J.  D.  Jones,  a 
general  surgeon,  on  May  24,  1899. 

We  began  by  doing  a  low  tracheotomy  and  inserting  a 
Gerster's  tampon  cannula,  through  which  the  chloroform  was 
administered. 

Then  a  longitudinal  incision  was  made,  extending  from  the 
hyoid  bone  to  the  third  or  fourth  ring  of  the  trachea,  in  the 
median  line,  and  a  transverse  incision  along  the  line  of  the 
hyoid  bone. 

A  rather  free  dissection  was  then  made,  with  the  idea  of 
freeing  the  larynx,  so  that  a  total  extirpation  could  be  accom- 
plished if  it  proved  advisable.  This  was  a  mistake,  as,  in  spite 
oi  ligaturing  the  vessels,  the  oozing  was  troublesome,  besides 
it  formed  a  pocket  for  the  subsequent  development  of  cellulitis 
and  suppuration.  The  oozing  was  perhaps  due,  in  part,  to  the 
low  position  of  the  patient's  head. 

The  thyro-hyoid  membrane  was  now  exposed,  and  in- 
cised. The  neoplasm  proved  to  be  confined  within  the  limits 
previously  described.  No  attempt  was  made  to  save  any  part 
of  the  epiglottis,  and  the  removal  of  the  growth  was  begun 
from  in  front,  inserting  a  silk  ligature  into  the  epiglottis  to 
facilitate  the  manipulation.  In  order  to  give  more  room  for 
working  we  did  a  thyrotomy,  cutting  open  the  larynx  along 
the  median  line.  The  growth  was  separated  till  its  only  at- 
tachment was  to  the  pharyngeal  wall,  when  a  ligature  was 
thrown  around  the  pedicle  and  the  growth  separated.  One 
of  the  greatest  difficulties  in  the  whole  operation  was  now  en- 
countered, viz.,  the  bringing  together  of  the  pharyngeal  mucous 
membrane,  so  as  to  cover  the  denuded  surface.  It  was  here 
that  Dr.  Jones'  experience,  in  working  at  the  bottom  of  deep 
cavities,  stood  us  in  especially  good  stead. 


>S( '       American  Laryngological,  Rhinological,  and  Otological  Society. 

The  cut  edges  of  the  thyroid  cartilage  were  sutured  to- 
gether, and  the  skin  flaps  brought  into  place  and  sutured,  ex- 
cept at  one  point,  where  a  catheter  inserted  in  the  esophagus 
was  given  exit.  The  Gerster's  apparatus  was  withdrawn,  and 
an  ordinary  tracheotomy  tube  was  inserted.  The  patient  was 
put  to  bed,  and  the  foot  of  the  bed  elevated.  This  position  was 
very  distressing  to  the  patient,  and  could  not  be  maintained 
continuously.  In  fact,  he  often  sat  up  in  bed  to  cough.  The 
day  following  the  operation  his  temperature  rose  to  iooj/20 
(pulse  120),  after  which  it  remained  under  99^°,  most  of  the 
time  being  normal.  The  pulse  varied  from  70  to  109.  During 
the  first  three  or  four  days  the  respirations  were  between  30 
and  35  per  minute,  after  which  they  varied  between  18  and 
28.  The  secretions  from  the  wound  were  excessive,  requiring 
frequent  change  of  dressings.  Great  quantities  of  muco-pus 
were  raised  through  the  tracheotomy  tube,  requiring  the  con- 
stant attention  of  a  nurse  to  keep  the  tube  free.  In  spite  of 
this  care  the  tube  required  frequent  removal,  to  allow  of  thor- 
ough cleaning.  One  night  during  the  first  week  an  assistant 
undertook  to  do  this,  and  reintroduced  the  tube  in  front  of  the 
trachea,  to  the  great  distress  of  the  patient,  and  with  almost 
fatal  results.  To  add  to  our  perplexities  the  patient  swal- 
lowed his  feeding  catheter,  through  some  carelessness  in  feed- 
ing, and  it  was  not'  passed  till  October  24th — five  months 
later — unchanged,  except  for  slight  discoloration.  It  pro- 
duced no  bad  effects,  however,  and  another  catheter  was  in- 
troduced into  the  esophagus,  having  a  very  large  safety-pin 
near  the  outer  extremity. 

Free  stimulation  was  kept  up  for  the  first  two  weeks. 
About  this  time  the  mental  anxiety,  with  loss  of  sleep,  brought 
on  a  mild  attack  of    acute  mania,  which    lasted  several    weeks. 

The  horizontal  incision  healed  by  first  intention.  A  cellu- 
litis in  the  flap,  on  the  left  side,  caused  considerable  swelling 
and  traction  on  the  stitches  in  the  vertebral  incision  so  that  they 
all  gave  way.  Suppuration  took  place,  requiring  packing  un- 
der the  left  flap  for  some  weeks.  The  stitches  in  the  thyroid 
cartilage  gave  way,  and  allowed  of  the  cut  edges  moving  on 
one  another.  During  this  time  the  right  flap  became  attached 
to  the  larynx,  with  inversion  of  its  edge.  Eventually  this  had 
to  be  dissected  up,  and  the  two  skin  edges  drawn  together 
with  silver  wire.  The  tracheotomy  tube  was  left  out  June  9th 
(sixteenth  day),  and  the  opening  into  the  trachea  allowed  to 


Primary  Carcinoma  of  Larynx:  Report  of  a  Case.  81 

close.  On  July  15th  (twenty-second  clay)  the  catheter  was 
dispensed  with,  and  a  stomach  tube  introduced  through  the 
mouth  at  each  feedingri  which  the  patient  soon  learned  to 
manipulate  with  great  dexterity.  There  was  much  difficulty 
in  passing  the  stomach  tube  until  we  tried  one  of  Tiemann's, 
with  a  taper  point  and  two  velvet  eyes  on  the  side. 

Before  the  operation,  the  patient's  weight  had  fallen  from 
212  to  185  pounds.  Following  the  operation,  it  fell  to  149 
pounds  by  the  end  of  the  first  month. 

Present  condition:  The  external  wound  is  entirely  healed 
and  closed ;  the  larynx  is  smooth,  and  free  from  recurrence. 
The  motion  of  both  cords  is  good,  giving  a  very  fair  voice. 
The  patient  has  learned  to  swallow  semi-solid  foods,  but  can- 
not swallow  liquids.  I  think  this  is  due  to  the  cellutis  pro- 
ducing bands  of  adhesion  restricting  the  motion  of  the  larynx, 
and  preventing  it  being  carried  close  up  under  the  base  of  the 
tongue.  The  general  health  is  good,  his  weight  now  being  175 
pounds. 

There  is  a  recurrence  of  the  growth  in  the  cervical  glands 
on  the  left  side,  which  has  increased  rapidly  in  size  in  the  last 
few  weeks.  It  is  firmly  attached  to  the  larynx,  and  extends 
back  under  the  sterno-cleido-mastoid. 

The  lessons  impressed  on  me  by  the  operation  are: 
(1)  the  advisability  of  a  preliminary  tracheotomy;  (2)  the 
comparative  harmlessness  of  a  thyrotomy,  even  in  association 
with  other  extensive  operative  procedures ;  (3)  the  impor- 
tance of  skilled  nursing,  and  (4)  the  advantage  of  the  co- 
operation of  a  general  surgeon. 

DISCUSSION. 

Dr.  Lederman  thought  that  as  the  man  was  not  suffering 
much,  it  would  lie  better  to  leave  him  as  he  was,  avoiding  operative 
interference  for  the  present. 
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paper : 

A  BRIEF  REPORT  OF  A  CASE  OF  CEREBRAL  ABSCESS 

OF  OTITIC  ORIGIN;   OPERATION;   DEATH. 


BY  GEORGE  L.  RICHARDS,  M.D. 


M.  D.,  male,  twenty-eight  years  old,  was  admitted  to  St. 
Luke's  Hospital,  New  Bedford,  September  16,  1899,  at  8.30 
P.  M.,  with  a  temperature  of  100.4  °.  and  the  following  his- 
tory: Two  years  ago  had  earache  in  the  right  ear,  followed 
by  a  discharge.  Since  that  time  has  not  been  conscious  of  any 
trouble  with  the  ear  up  to  September  3d  of  this  year,  when  he 
had  his  hair  cut.  This  was  followed  by  pain  in  the  head,  loss 
of  appetite,  and  general  weakness.  For  the  last  ten  days  has 
suffered  from  severe  pain  in  the  right  ear,  and  there  has  been 
a  slight  discharge  from  this  ear ;  has  not  been  able  to  work 

On  examination,  a  small  perforation  was  found  in  the 
drum  of  the  right  ear,  while  the  left  was  normal;  watchtick 
not  heard  in  right  ear.  The  ear  was  poulticed,  and  boric-acid 
solution  applied  in  it. 

On  September  17th  his  temperature  was  99.20  and  pulse 
88 ;  he  was  perfectly  rational,  and  general  condition  seemed 
good.  On  September  18th,  the  day  following,  he  was  allowed 
to  go  home,  his  temperature  being  normal  and  pulse  76.  This 
was  at  his  own  request.  He  was  told  to  present  himjseif  at  the 
office  of  Dr.  Whitney,  for  examination  of  the  ear.  He  did  not 
go  to  the  doctor's  office,  or  to  his  home,  but  was  found,  late 
in  the  evening",  in  a  dazed  condition,  in  a  swamp  some  dis- 
tance from  his  home.  During  the  night  he  became  uncon- 
scious, and  Dr.  Whitney  saw  him  at  his  home  early  the  fol- 
lowing morning,  at  which  time  he  was  semi-conscious,  and 
partly  paralyzed  on  the  left  side.  He  was  taken  back  to  the 
hospital,  in  the  ambulance,  less  than  twenty-four  hours  after 
he  had  walked  out. 

I  saw  him  at  2  P.  M.  of  the  same  day,  by  invitation  of  Dr. 
Whitney  and  of  Dr.  Hough,  in  whose  service  he  was  admitted, 
and  we  operated  on  him  at  once.  At  this  time  he  was  abso- 
lutely unconscious,  and  his  pulse  was  104  (I  do  not  find  any 
temperature  record  on  the  hospital  chart  until  after  the  oper- 
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ationj,  the  right  pupil  was  much  dilated,  the  left  normal,  and 
the  whole  left  side  paralyzed,  not  responding  to  any  stimu- 
lus. I  made  a  probable  diagnosis  of  cerebral  abscess,  advised 
operation,  and  gave  an  unfavorable  prognosis.  It  seemed  bet- 
ter to  give  an  anesthetic,  and  ether  was  used,  though  I  after- 
wards wished  that  we  had  either  used  none  at  all  or  else  had 
used  chloroform.  I  first  did  the  usual  mastoid  operation.  A 
very  hard  mastoid  was  found,  with  no  pus  in  the  cells;  the 
lateral  sinus  was  then  uncovered,  and  found  to  be  all  right; 
the  attic  wall  was  cut  away,  and  a  little  foul  secretion  and  pur- 
ulent debris  found,  which  was  thoroughly  removed.  Not  hav- 
ing found  sufficient  to  account  for  the  patient's  condition.  I 
next  removed,  with  a  small  trephine,  a  button  of  bone,  making 
the  cut  one  inch  above  and  behind  the  bony  auditory  meatus. 
The  dura  was  wounded  slightly,  but  no  bleeding  followed.  A 
probe  was  passed  along  the  point  of  wounded  dura,  and  the 
underlying  tissue  lightly  explored,  when  a  foul  smell  of  gas, 
easily  apprehended  some  feet  away,  followed.  The  dura  was 
then  slit  and  a  director  pushed  down  into  the  soft,  nowhere 
bleeding  brain  substance.  At  the  depth  of  a  quarter  of  an 
inch,  perhaps  a  little  more,  a  large  pus  pocket  was  reached, 
and  two  ounces  of  as  foul  pus  as  I  have  ever  smelt  evacuted. 
The  cavity  was  washed  out  with  sterile  water,  drainage  tubes 
inserted,  and  patient  put  in  bed,  and  a  decidedly  unfavorable 
prognosis  given.  The  temperature  four  hours  after  the  oper- 
ation was  105 °,  pulse  140,  tespirations  72. 

Directly  after  the  operation,  that  is,  within  a  few  hours, 
there  appeared  a  severe  bronchitis,  which  Dr.  Hough  regarded 
as  due  to  the  ether,  but  which  may  perhaps  with  as  much 
justice  be  ascribed  to  the  exposure  of  the  day  before  in  the 
swamp.  He  was  given  strychnia  and  other  heart  tonics,  hypo- 
dermically,  with  alcoholics,  and  the  wound  was  frequently 
washed  out  of  the  accumulated  purulent  secretion  and  debris. 
The  day  following  the  operation  he  was  unconscious,  with 
temperature  of  about  1060,  a  pulse  of  150,  and  a  respiration  of 
48.  The  temperature  being  so  high,  antipyrin  was  given,  and 
under  this  the  temperature  was  kept  from  101°  to  1030.  On 
the  second  day  the  bronchitis  became  bronchopneumonia,  and 
oxygen,  which  had  been  administered  from  the  start,  was 
given  more  frequently,  and  the  dressings  were  changed  three 
or  four  times  a  day,  the  discharge  continuing  considerable  in 
amount.     He  was  by  this  time  partially  conscious,  the  inequality 
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of  the  pupils  less  marked  and  the  paralysis  not  absolute,  and  had 
it  not  been  for  the  pneumonia  it  seemed  as  though  there  might 
have  been  a  chance  of  recovery.  As  it  was  the  temperature  went 
higher,  he  grew  rapidly  worse,  and  died  on  the  third  day  follow- 
ing operation,  with  a  temperature  at  the  time  of  death  of  107.80. 
Every  effort  was  made  to  obtain  an  autopsy,  but  permission  was 
denied. 

The  special  point  of  interest  in  connection  with  this  case  lies  in 
the  fact  that  a  man  with  destruction  of  very  nearly  the  whole  of 
the  middle  lobe  of  his  right  brain  was  able  to  get  out  from  a  gen- 
eral hospital  at  his  own  request,  and  with  the  house  officer  think- 
ing him  in  sufficiently  good  condition,  within  less  than  twenty- 
four  hours  of  his  being  brought  back  to  the  same  hospital  uncon- 
scious and  paralyzed  and  with  two  ounces  of  fetid  pus  in  his 
brain.  When  it  is  recalled  how  the  very  slightest  hemorrhage 
into  the  same  area  will  produce  symptoms  as  marked,  it  is  remark- 
able that  Nature  in  this  case  bore  so  great  destruction  for  so  long 
a  time  before  she  showed  any  positive  signs  of  its  presence. 
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PAPER : 
CEREBRAL  ABSCESS  FOLLOWING  CHRONIC  OTITIS 
MEDIA  PURULENTA— (  )PERATION— RE- 
COVERY. 


BY  WILLIAM  H.  DUDLEY,  M.D. 


Aside  from  the  desirability  of  reporting  all  operated  cases  of 
cerebral  abscesses,  that  each  may  add  its  share  to  the  existing 
knowledge  of  the  disease,  the  case  before  us  possesses  some  pecu- 
liar points  which  make  it  of  more  than  ordinary  interest.  At  the 
request  of  the  patient's  family  P.  H.,  single,  twenty-five  years  of 
age,  was  seen  at  his  home  in  an  adjoining  town,  August  16,  1897. 
The  patient  and  his  family  were  Bohemians,  and  spoke  but  very 
little  English ;  however,  the  following  history  was  made  out : 

When  a  child  he  had  an  attack  of  acute  otitis  media  purulenta, 
which  was  followed  by  an  abscess  behind  the  ear,  evidence  of 
which  still  remained  in  the  shrunken  cicatrix  immediately  over  the 
usual  site  of  the  antrum.  He  had  been  sick  in  bed  two  or  three 
weeks,  and  had  a  profuse  fetid  discharge  from  the  ear.  The  su- 
perior and  posterior  walis  of  the  canal  were  so  greatly  prolapsed 
as  to  preclude  any  further  inspection  of  the  tissues  beyond  this 
point,  though  the  probe  gave  evidence  of  a  carious  condition  of 
the  tympanic  walls.  His  pupils  were  about  normal,  and  equal  in 
size.  No  information  whatever  could  be  obtained  from  the  patient 
himself,  and  when  questioned,  he  would  either  grin  or  laugh  and  give 
some  answer  entirely  foreign  to  the  subject.  The  family  stated 
that  he  complained  at  times  of  pain  in  the  left  side  of  the  head, 
that  he  had  been  growing  weaker  and  had  no  appetite.  His 
pulse  was  56  to  the  minute,  and  his  temperature  normal.  The  di- 
agnosis made  was  chronic  purulent  otitis  media  and  mastoid  dis- 
ease, with  probable  cerebral  abscess. 

On  the  following  day  he  was  brought  to  the  Easton  Hospital 
in  an  ambulance  for  the  purpose  of  operating.  After  his  admis- 
sion another  attempt  was  made  to  obtain  a  more  complete  history, 
and  as  one  of  the  attendants  spoke  the  Bohemian  language  fairly 
well  this  might  have  been  expected  to  succeed,  but  the  same  sar- 
donic grin  was  his  only  response  to  whatever  questions  were  put  to 
him.   At  this  time  an  attempt  was  made  to  examine  the  fundi  of 
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the  patient's  eyes,  which,  owing  to  his  mental  condition,  did  not 
succeed;  however,  after  being  etherized,  and  before  operating,  the 
attempt  succeeded,  and  a  decided  optic  neuritis  of  the  affected  side 
was  made  out,  which  made  the  diagnosis  of  the  cerebral  compli- 
cations still  more  probable. 

At  this  time  there  appeared  to  be  no  paralysis  or  paresis  of  any 
part  of  the* body,  though  there  was  much  rigidity  of  all  the  volun- 
tary muscles,  so  that  whenever  he  attempted  to  move  his  arms  or 
legs  the  motion  was  always  slow,  and  whenever  an  attendant  at- 
tempted to  move  them  the  result  was  always  the  same. 

Before  the  anesthetic  was  administered  his  hair  was  removed 
rather  more  extensively  than  is  usual  in  mastoid  operations,  on  ac- 
count of  suspected  cerebral  complications.  The  skin  over  the 
shaved  area  was  cleansed,  the  usual  incision  behind  the  ear  was 
made  and  the  periosteum  was  removed  in  the  usual  manner.  The 
mastoid  was  opened  with  the  chisel  and  mallet,  and,  as  is  usual  in 
these  cases  of  old  mastoid  trouble,  the  bone  in  the  locality  of  the 
old  abscess  was  of  ivory  density,  and  the  pneumatic  spaces  were 
almost  entirely  wanting,  and  although  the  mastoid  process  was 
almost  completely  removed,  no  pus  or  granulating  tissue  was 
found  in  it.  The  chiseling  was  carried  forward,  enlarging  the 
aditus  amply  for  exploring  the  attic  and  tympanic  cavity,  after 
which  this  region  was  thoroughly  curetted  and  left  clean  and 
smooth  throughout. 

The  incision  was  now  extended  from  a  point  immediately 
above  the  ear,  upward  about  two  inches,  and  at  a  point  about  three- 
fourths  of  an  inch  above  the  bony  canal;  a  three-quarter-inch  tre- 
phine was  used  to  remove  a  button  of  bone  from  the  cranium. 
There  was  nothing  unusual  in  the  appearance  of  the  dura  in  this 
region,  and  it  was  not  opened.  A  large  aspirating  needle  was  now 
introduced  into  the  brain  in  various  directions  for  the  purpose  of 
locating  an  abscess,  if  such  existed,  and  as  the  needle  was  intro- 
duced inward  on  a  level  with  the  opening,  and  backward  to  an  an- 
gle of  about  45°,  and  to  a  depth  of  two  inches,  fluid  was  found,  of  a 
sero-purulent  character,  containing  some  stringy,  flocculent  mate- 
rial, and  some  blood.  The  aspirated  material  was  not  foul  smell- 
ing. The  blood  seen  in  the  fluid  was  probably  accidental,  as  the 
first  aspirated  was  practically  free  from  a  reddish  cast.  Some- 
thing more  than  a  half-ounce  was  all  that  could  be  obtained,  and 
tins  was  preserved  for  examination.  On  the  evening  of  the  same 
day  the  specimen  was  presented  to  Dr.  Kotz,  of  Easton,  for  micro- 
scopic examination,  who  reported  it  to  contain  pus  cells,  broken- 
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down  brain  cells  and  granular  matter,  the  usual  constituents  of 
cerebral  abscesses. 

After  becoming  satisfied  that  there  was  no  mure  fluid  to  be  ob- 
tained, the  periosteum  and  scalp  were  replaced  over  the  opening, 
and  were  secured  with  silk-worm  gut  ligatures  down  to  the  ear, 
and  the  mastoid  and  tympanum  were  cleansed,  dried  and  dusted 
with  iodoform  and  packed  with  iodoform  gauze,  and  the  whole 
secured  with  sterilized  gauze,  cotton  and  a  roller  bandage.  After 
recovering  from  the  ether  the  patient  was  quite  restless,  and  his 
pulse  was  130  to  the  minute,  and  quite  weak.  At  this  time  he  was 
given  a  hypodermic  of  morphia,  soon  after  which  the  pulse  fell  to 
no  and  much  better  quality.  The  night  following  the  operation 
the  patient  slept  quite  well,  but  passed  his  urine  and  feces  involun- 
tarily. He  complained  of  no  pain,  neither  did  he  make  known  the 
fact  that  he  had  any  want  which  required  attention,  and  the  histo- 
ries of  the  daily  appearance  for  the  next  two  weeks  were  prac- 
tically duplicates  of  the  first  twenty-four  hours. 

The  task  of  caring  for  this  patient  for  the  next  four  weeks  was 
no  easy  one;  unless  he  was  tied  to  his  bed  he  would  leave  it  im- 
mediately when  left  alone.  If  his  hands  were  left  free  he  would 
pull  his  bandage  off,  and  his  urine  and  stools  were  passed  in  bed; 
nor  was  it  of  any  use  to  get  him  up  for  this  purpose,  for  quite 
likely  he  would  return  to  bed,  and  immediately  pass  them  there; 
all  of  which  necessitated  his  being  kept  in  a  room  by  himself.  The 
matter  of  feeding  the  patient  for  the  first  two  weeks  after  the  oper- 
ation was  equally  difficult.  Sometimes  he  would  hold  his  food  or 
medicine  in  his  mouth  for  an  incredible  length  of  time,  and  on  the 
first  favorable  opportunity  would  endeavor  to  spit  into  the  face  of 
his  attendant.  During  this  time,  if  a  nurse  got  her  fingers  too  near 
his  mouth  he  would  attempt  to  bite  them ;  in  this,  however,  he 
never  exactly  succeeded. 

About  this  time  we  were  beginning  to  speculate  as  to  what  was 
to  be  the  outcome  of  the  case  mentally,  provided  he  recovered 
physically ;  for  although  his  general  appearance,  his  strength  and 
other  symptoms  were  gradually  improving,  the  same  could  not  be 
said  of  his  mind;  for  during  the  first  two  weeks  his  mental  state 
remained  in  about  the  same  condition  as  before  operating,  though 
there  was  a  general  improvement.  For  instance,  at  about  the  end 
of  the  third  week,  while  dressing  the  mastoid  one  day,  he  com- 
plained that  it  "hurt."  and  asked  where,  he  replied  "in  the  old 
country."     This,  though  irrevelant,  was  an  improvement. 

On  the  day  following  the  operation  the  temperature  rose  to 
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102.40  F.,  and  two  days  later  to  103. 2° ,  after  which  it  gradually 
subsided  till  the  twenty-eighth  day,  when  it  was  99.5 °.  On  the 
twenty-eighth  day  he  was  allowed  to  sit  up  for  the  first  time,  and 
on  the  following  day  his  temperature  rose  to  104.40.  Whether  the 
extra  exertion  was  responsible  for  the  rise  in  temperature  I  do 
not  know ;  however,  the  rise  was  not  preceded  or  accompanied  by  a 
chill,  nausea,  vomiting  or  other  disturbance.  On  the  day  following 
this — the  thirtieth — the  temperature  dropped  to  less  than  ioi°, 
from  which  it  gradually  subsided  till  the  thirty-ninth  day.  when  it 
became  normal. 

\\'ith  the  subsidence  of  the  temperature,  after  the  abrupt  rise 
on  the  twenty-ninth  day,  his  mind  began  rapidly  to  improve,  and 
soon  he  began  to  make  known  his  desires  to  attend  to  the  calls  of 
Nature,  and  also  would  answer  questions  in  a  much  more  rational 
manner,  which  improvement  continued  until  his  discharge  from 
the  hospital,  on  the  fifty-sixth  day,  at  which  time  he  had  entirely 
recovered  his  mental  faculties,  so  far  as  we  were  able  to  judge. 

The  filling  in  and  closing  up  of  the  mastoid  required  about  six- 
teen weeks,  at  which  time  he  appeared  mentally  and  physically 
well,  and  was  able  to  return  to  his  work — that  of  a  blacksmith.  I 
have  recently  made  inquiry  of  his  employer  regarding  his  mental 
state,  and  he  informs  me  that  his  intelligence  appears  to  be  as  great 
as  before  his  illness,  and  I  may  state  here  that  I  now  meet  him 
occasionally,  more  than  two  and  a  half  years  after  the  operation, 
and  he  appears  to  be  in  the  same  condition. 

Some  of  the  points  worthy  of  special  notice  in  the  case,  are :  1 . 
The  nature  and  extent  of  the  involvement  of  the  mental  faculties. 
To  all  intents  and  purposes  his  mind  was  a  perfect  blank.  He  did 
not  realize  his  most  urgent  wants,  nor  was  he  able  to  put  forth  the 
least  effort  to  relieve  them ;  and  after  his  recovery  there  remained 
a  vacancy  of  five  or  six  weeks,  of  which  time  he  had  not  the  slight- 
est recollection.  2.  Although  there  was  no  paralysis  or  paresis 
that  could  be  made  out,  as  stated  above,  there  was  a  semi-rigidity 
of  all  the  voluntary  muscles,  which  persisted  for  several  weeks 
after  the  brain  had  been  relieved  of  the  pressure  of  the  abscess; 
which  latter  also  points  to  cerebral  irritation.  3.  The  vice  of 
manner  which  he  exhibited  in  attempting  to  injure  his  attendants 
during  the  first  few  weeks  after  the  operation  finds  no  place  in  his 
natural  disposition,  for  after  recovering  sufficiently  to  be  about  the 
wards  a  more  kind  or  docile  patient  is  seldom  seen. 

The  location  of  the  abscess,  as  will  be  seen  by  the  direction  of 
the  aspirating  needle  when  evacuating  the  abscess,  was  in  the  tern- 
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poro-sphenoidal  lobe,  and  from  an  actual  experiment  on  a  ca- 
daver, a  needle  introduced  as  above,  the  point  was  found  opposite 
to,  and  quite  near,  the  posterior  horn  of  the  lateral  ventricle. 

It  has  been  a  source  of  regret  to  the  operator,  that  at  the  time 
of  operating,  an  opening  into  the  brain,  sufficiently  large  to  admit 
of  a  thorough  exploration  of  the  source  of  the  fluid,  was  not 
made,  which  will  always  leave  some  uncertainty  as  to  the  exact 
location  of  the  fluid  obtained  ;  whether  it  was  the  product  of  an  ab- 
scess, and  existed  as  such  at  the  time  of  the  operation,  or  whether 
there  had  been  a  small  abscess  in  the  vicinity  of  the  lateral  ven- 
tricle, and  had  ruptured  into  the  ventricle,  from  whence  it  was  as- 
pirated. 

That  there  was  destruction  of  brain  tissue  is  evident  from  the 
positive  presence  of  broken-down  brain  cells,  as  found  by  a  compe- 
tent pathologist ;  hence,  an  abscess  must  have  existed,  either  at  the 
time  of  operating,  or  a  short  time  previously,  and  had  been  evac- 
uated into  the  later  ventricle. 

The  condition  of  the  patient's  mind  previous  to  the  operation, 
and  for  some  weeks  afterwards,  is  not  common  in  those  suffering 
from  cerebral  abscess;  and  yet  in  this  case  there  is  nothing  in  the 
history  pointing  to  any  other  cause,  while  from  what  history  is 
available,  an  abscess  of  the  brain  is  exactly  what  one  would  ex- 
pect to  find. 

DISCUSSION. 

Dr.  J.  ,C.  Lester  commended  Dr.  Richard's  paper  because  it 
dealt  with  an  operative  failure.  More  could  be  learned  from  such 
contributions  than  from  reports  of  successes. 


00       American  Laryngological,  Rhinological,  and  Otological  Society. 


PAPER : 

TWO  CASES   OF  OTITIC  LATERAL-SINUS   DISEASE 
OPERATIONS,   WITH   LIGATION   OF   THE 
JUGULAR. 


BY  O.   JOACHIM,   M.D. 


Case  I. — E.  C,  white,  male,  age  twenty-four,  admitted  to  hos- 
pital October  10,  1899 — died  October  24th.  Native  of  Louisiana; 
bricklayer,  married,  father  of  two  healthy  children ;  had  rheuma- 
tism when  twelve  years  old ;  denies  venereal  trouble ;  mother  died 
of  phthisis.  Data  obtained  from  his  wife,  patient  unable  to  an- 
swer questions  satisfactorily. 

Has  had  ear  trouble  since  childhood,  both  ears  being  alter- 
nately troublesome  without  incapacitating  him  from  work  until 
three  wreeks  after  a  recrudescence  of  the  discharge  in  the  right  ear, 
about  three  months  previous.  The  first  usual  manifestations  were 
pain  in  the  head  near  the  affected  ear,  a  rising  temperature,  pre- 
ceded by  a  chill  and  general  malaise;  increase  of  fever  in  the  after- 
noon, sleepless  nights,  no  desire  for  food,  and  profuse  sweats. 
These  symptoms  increased  steadily  in  intensity.  When  admitted 
to  hospital  the  following  status  was  noted:  Temperature,  1020. 
Pulse,  130,  of  poor  quality.  Poorly  nourished,  muddy  and  pasty 
color,  sordes  upon  teeth ;  tongue  coated,  pointed,  and  dry ;  eyes 
droopy  and  expressionless.  Right  pupil  responds  slowly  to  light 
and  slightly  more  dilated  than  left.  The  general  cast  is  one  of  in- 
tense sepsis  with  mental  involvement.  Extremely  restless,  an- 
swers inquiries  slowly  and  inaccurately.  Pronounced  rigidity  of 
neck.  Tenderness  over  mastoid,  which  is  red  and  swollen ;  intense 
pain  in  head;  talking  at  random,  continually  groaning;  profuse 
perspiration  alternating  with  hot  skin;  purulent  middle-ear  dis- 
charge possessing  an  odor;  the  region  between  the  angle  of  the  in- 
ferior maxillary  and  the  mastoid  process  swollen  and  tender,  ex- 
tending in  direction  of  the  internal  jugular.  Membrana  tympani 
not  inflamed,  perforated  in  upper  posterior  quadrant,  freely  dis- 
charging fetid  pus.  No  sinking  of  upper  wall  and  disease  in  the 
tympanic  cavity  apparently  limited,  ossicles  intact;  functional  ex- 
amination not  practicable.  Thorax  and  contents  normal.  Kidneys 
and  other  organs  apparently  normal.    Condition  of  the  spleen  not 
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noted.  Diagnosis  of  pyemia  from  peri  and  endophlebitis  of  otitic 
origin  was  certain  ;  cerebellar  abscess  was  thought  of. 

Operation,  October  12th,  the  second  day  after  admission,  after 
preparatory  treatment  and  proper  preparation.  House  surgeon, 
Dr.  J.  D.  Bloom,  assisted  in  operation  and  ligated  internal  jugular. 

Operation. —  Usual  incision  to  a  point  one-half  inch  below 
mastoid;  from  the  middle  of  the  incision,  at  right  angles  to  it,  an- 
other incision  backward  for  two  inches.  In  the  subsequent  steps 
of  the  operation,  as  usually  performed,  we  have  only  to  mention 
an  eburnized  cortex  and  small  superficial  cells.  In  the  deeply 
located  mastoid  antrum,  very  fetid  accumulations.  Osseous 
wound  enlarged  backward,  following  the  accumulation  extending 
in  that  direction,  and  thereby  freeing  a  large  perisinual  pus  ac- 
cumulation. At  this  point  the  lateral  sinus  was  laid  bare  freely. 
Beyond  the  sinus  another  accumulation  of  pus  confined  by 
smooth-walled  membrane,  the  size  of  a  hazel-nut,  was  evacuated. 
Bony  wound  enlarged  freely  in  direction  of  axis  of  sinus.  The 
posterior  osseous  wall  of  the  external  auditory  meatus  was  re- 
moved, properly  safeguarding  the  facial  nerve.  The  aditus  was 
freed,  the  antrum  laid  open,  and  the  lateral  wall  of  the  attic  re- 
moved. The  dura  was  laid  bare  one  and  a  half  inches  directly 
over  the  external  auditory  meatus  to  examine  under  surface  of  the 
temporal  lobe  for  extradural  accumulations  or  fistulous  tracts.  The 
parts  appeared  normal.  Insertion  of  trochar  into  the  lateral  sinus 
showed  fluid  fetid  pus  of  light  chocolate  color.  The  internal  jugu- 
lar was  ligated  below  the  omohyoid  muscle  before  proceeding  fur- 
ther. The  walls  were  found  to  be  inflamed,  matted,  and  with  diffi- 
culty recognizable.  Cut  between  two  ligatures  the  contents  of  the 
vein  proved  identical  with  the  contents  of  the  sinus.  Syringed  out 
freely  from  below  upward,  and  vice  versa.  Resection  of  vein  for 
about  three  inches  upward.  Proximal  end  of  jugular  left  undis- 
turbed. The  distal  end  of  lateral  sinus  was  found  occluded  by 
a  cord-like,  tough  mass  of  fibrin.  The  patient  showing  signs  of 
collapse  was  infused,  with  improvement  of  pulse.  While  this  was 
done  the  wound  was  thoroughly  cleansed,  the  bony  edges 
smoothed,  the  lower  wound  sutured,  the  upper  dressed  as  an  open 
wound,  and  patient  put  to  bed. 

The  patient  survived  the  intense  shock  of  the  operation  ;  the 
symptoms  of  pyemia,  however,  persisted.  On  the  second  day  pa- 
tient spoke  rationally ;  incontinence  of  urine  subsided ;  nourished 
well.  Still  the  pulse  ranged  between  no  and  140.  Temperature 
between  ioi°-i04°.    On  the  third  day  the  mental  condition  not  as 
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good  as  day  before.  The  temperature  between  ioo°-ioo.6°.  Pulse, 
88-100.  The  pyemia  persisting,  the  wounds  were  opened  on  the 
third  day.  The  upper  looked  in  every  way  as  it  should,  the  lower 
wound  was  distended  with  pus.  From  the  proximal  end  of  the 
jugular  from  which  the  ligature  had  slipped  pus  poured  out  freely. 
After  proper  cleansing  and  dressing,  some  hope  was  entertained 
of  having  eliminated  the  pyemic  focus. 

Next  day's  temperature  and  pulse  showed  persistence  of  pye- 
mic infection.  Upper  wound  satisfactory,  lower  wound  discharg- 
ing pus  freely  from  proximal  and  distal  ends  of  internal  jugular. 
In  the  center  of  the  exposed  dura,  covering  the  cerebellum,  a  small 
drop  of  pus  appeared.  On  the  sixth  day  a  thorough  search  was 
made  for  the  pyemic  focus  in  the  exposed  cerebral  regions.  We 
failed  to  find  pus  at  the  internal  auditory  meatus,  or  in  the  tem- 
poral lobe,  or  in  the  cerebellum  at  the  place  where  the  small  drop 
had  been  noticed  on  the  dura  the  day  before.  With  all  the  atten- 
tion which  the  patient  and  the  case  deserved  the  condition  went 
from  bad  to  worse,  with  symptoms  of  increasing  pyemic  infection, 
pulmonic  complications,  increasing  stupor. 

Patient  died  October  24th,  twelve  days  after  operation. 

Post-mortem. — Emaciated  body  of  white  male.  Conjunctative 
normal;  pupils  dilated;  bed-sores  absent.  Numerous  small  ec- 
chymotic  spots  over  chest  and  epigastrium;  edema  of  right  tem- 
poral region.  Small  pus  accumulations  over  mastoid  emissary. 
Wound  of  operation  over  mastoid,  wound  of  operation  over  right 
side  of  neck  from  level  of  upper  border  of  thyroid  to  within  one 
inch  of  clavicle  over  course  of  jugular  vein;  wound  of  infusion. 

Lungs. — Metastatic  abscesses  in  great  number  from  pea  to 
bean  size  in  right  lung;  few  in  left  lung;  posteriorly  on  lower  and 
upper  portion  of  lower  lobe ;  none  at  apex.  Lower  lobe  of  right 
lung  presents  first  stage  of  pneumonia ;  middle  lobe  second  stage ; 
spleen  much  enlarged. 

Cranial  Cavity. — Great  increase  of  cerebrospinal  fluid.  Brain 
substance  normal  in  consistency  but  congested ;  congestion  of 
velum  interpositum ;  right  lateral  sinus  thrombosis ;  few  drops  of 
pus  between  dura  and  bone  under  the  sigmoid  sinus.  Small  quan- 
tity of  pus  in  foramen  ovale.  Dura  normal  except  over  wound  of 
operation,  where  it  is  covered  with  pale  granulation  and  has  a 
very  small  opening  about  middle  of  each  exposed  area  correspond- 
ing to  exploratory  punctures,  with  normal  conditions  surrounding 
the  puncture  of  the  temporal  lobe.  The  opening  in  the  cerebellar 
dura  corresponds  to  a  minute  loss  in  the  substance  of  the  cere- 
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bellum  (whence  the  small  drop  of  pus  appeared  for  some  days). 
The  defect  is  about  the  size  of  point  of  a  thick  probe,  without  radius 
of  reaction.  The  meningeal  veins  much  distended.  No  cloudi- 
ness of  the  membranes,  not  at  the  seat  of  operation  nor  at  the  base ; 
ventricles  free,  no  cerebral  or  cerebellar  abscess.  The  lateral  sinus 
thrombosed  on  right  side  to  trocular  Herophili  with  fibrous  tough 
white  exudate.  Sigmoid  sinus  collapsed.  At  foramen  jugular  pus 
is  encountered  in  large  quantity.  Accumulations  contained  in 
smooth-walled  pockets  extended  from  this  point  and  could  be  fol- 
lowed in  large  quantity  to  behind  the  esophagus,  under  the  deep 
muscles  of  the  neck  along  the  sheath  and  within  the  jugular  vein 
and  into  the  vertebral  canal.  The  proximal  end  of  the  jugular 
contains  pus  and  no  occluding  thrombus.  Its  wall  is  whitish  gray, 
thickened,  and  fatty  in  appearance. 

Specimen. — The  upper  surface  of  the  petrous  portion  presents 
several  points  where  the  necrosis  of  the  bone  extends  to  its  sur- 
face without  as  yet  infecting  the  dural  membrane  at  these  points ; 
at  the  post  surface  the  diseased  bone  extending  to  and  beyond  the 
sinus  is  removed,  where  it  forms  the  bony  bed  of  the  vessel.  The 
jugular  foramen,  when  first  examined,  was  full  of  pus,  which  was 
dislodged  in  examination.  The  dura  shows  the  thrombosed  vein 
with  its  fibrous  contents  extending  to  the  torcular  Herophili. 

Case  II. — P.  R.,  aet.  eighteen,  white,  male,  admitted  from  out- 
door department  December  4.  1899,  with  following  history:  Ac- 
quired first  pain  in  right  ear  in  1898  after  swimming  and  diving, 
followed  by  bloody  discharge.  Was  operated  in  the  ear  under 
chloroform  anesthesia  at  one  of  the  institutions  in  the  city,  where 
he  had  applied  for  relief.  In  from  four  to  six  weeks,  recovery. 
In  the  following  year  he  had  a  similar  attack  from  the  same  cause, 
the  discharge  from  the  ear  being  without  blood.  At  this  time  co- 
caine was  used  for  some  operative  interference;  discharge  stopped 
after  four  to  six  weeks.  Since  then  discharge  of  fetid  pus  at  in- 
tervals. Five  or  six  months  ago  had  earache  for  four  or  five  hours. 
Next  earache  ocurred  ten  days  ago,  after  a  slight  accidental  hit 
by  an  iron  pipe  on  back  of  head  on  the  right  side.  Pain  began  half 
an  hour  after  contusion,  to  which  he  had  paid  no  attention.  Pain 
increased  gradually  to  great  severity.  Fever  began  four  days  pre- 
vious, coincident  with  swelling  behind  the  ear.  Worked  at  his 
trade  of  plumbing  until  that  time.  First  chill  occurred  day  pre- 
vious to  his  visit.  Double  vision  of  objects  for  two  days  before 
his  application  for  relief.  The  chill  on  preceding  evening  was  fol- 
lowed by  fever  and  profuse  perspiration.     The  head  bent  toward 
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right  side.  Pain  on  rotation  of  head  and  on  extension  from  its  po- 
sition of  lateral  flexion.  Face  flushed  and  hot.  Temperature 
102°  ;  pulse  fast  and  weak,  about  120.  The  space  between  maxilla 
and  mastoid  process  swollen,  excessively  tender,  resistent  to  touch 
in  the  direction  of  internal  jugular.  Glands  anterior  to  it  enlarged 
and  movable.  Mastoid  region  not  excessively  swollen ;  painful  on 
pressure,  especially  over  antrum  mastoideum.  No  special  tender- 
ness over  mastoid  emissary  nor  at  this  time  cyanosis  or  unequal 
prominence  of  the  right  side  or  face  noticeable.  The  external 
auditory  meatus  showed  no  sinking  of  roof  and  contained  but  little 
serous  discharge.  A  perforation  of  the  membrana  tympani  could 
not  be  made  out ;  general  aspect  of  drum  red,  not  uniformly,  pink- 
ish in  spots.  Its  surface  irregular,  handle  and  processus  brevis  not 
visible.  The  upper  posterior  section  had  the  appearance  of  a  flat, 
smooth  granuloma,  but  capillaries  could  be  seen  crossing  its  sur- 
face. The  anterior  half  of  the  membrana  tympani  greatly  bulg- 
ing, thickened,  and  red.  The  discharge  had  no  particular  odor. 
Valsalva  negative. 

Functional  examination  of  ear  was  not  made.  Patient  was  at 
once  admitted ;  ice-bag  ordered  to  be  applied ;  eyes  to  be  examined 
by  oculist;  proper  local  and  general  preparatory  treatment  for 
operation.  Temperature  on  admission,  1020.  Pulse,  90,  irregu- 
lar; face  flushed,  tongue  coated,  foul  breath;  extremely  restless; 
pain  in  head  and  necn.  Obstipation;  objects  appear  double.  At 
2  P.  M.  patient  had  a  severe  chill;  temperature,  1040,  pulse  weak 
and  rapid.  During  the  rest  of  the  day  temperature  varied  from 
100J/5 °  to  1030.  Pulse,  80.  Next  day  condition  about  the  same, 
prepared  for  operation. 

On  morning  of  operation,  temperature  102.40,  pulse  70;  prob- 
ably due  to  digitalis.  External  jugular  on  right  side  visibly  dis- 
tended, left  cannot  be  made  out.  The  swelling  in  maxillary  angle 
seemed  somewhat  softer,  still  painful  and  of  greater  area.  He 
had  no  chill  and  seemed  brighter.  The  temperature  being  still 
1020,  operation  proceeded  with,  patient  being  properly  prepared. 
Chloroform  narcosis,  assisted  by  Drs.  O'Kelley,  Feingold  and  Pro- 
fessor Matas,  who  kindly  ligated  the  internal  jugular. 

The  operative  procedure,  including  the  removal  of  the  entire 
mastoid  process,  the  posterior  osseous  wall  of  the  external  audi- 
tory meatus,  the  freeing  of  the  aditus  ad  antrum,  the  removal  of 
the  lateral  wall  of  the  attic  and  the  ossicles,  the  cleaning  of  these 
regions,  ample  bone  resection,  I  only  need  mention  in  this  meeting 
of  experts,  presented  nothing  of  special  interest.     The  bone  was 
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freely  bleeding  and  the  mastoid  emissary  pervious.  We  uncovered 
an  extensive  blackish-looking,  highly  offensive  mass,  freely  bleed- 
ing and  pulsating;  adjacent  to  it  backward  lay  the  dirty  grayish- 
white  fatty  degenerated  wall  of  the  lateral  sinus.     The  sigmoid 

sinus  was  exposed  to  its  upper  and  the  entire  lower  knee,  where 
it  was  collapsed,  with  its  wall  detached  from  its  bony  bed.  The 
sinus  was  opened  in  the  entire  length  of  its  exposure  and  a  solid 
coagulum  removed,  free  in  its  upper  part  of  macroscopical  pus  or 
broken-down  material,  which  were  present  in  the  lower  half  of  the 
clot.  This  condition  and  the  intense-  pyemic  infection  caused  me 
to  consider  the  ligation  of  the  internal  jugular,  which  was  done  at 
my  request  by  Professor  Matas,  who  witnessed  this  stage  of  the 
operation.  He  also  removed  the  superimposed  glands,  and  the 
end  of  the  resected  vessels  was  anchored  in  the  closed  wound  after 
irrigation  of  the  jugular  from  above  and  below.  The  upper  oc- 
cluding thrombus  was  not  dislodged,  bleeding  freely  when 
touched,  appeared  not  to  be  infected  and  to  be  its  upper  end.  The 
thickened  detached  walls  of  the  sigmoid  sinus  were  excised  and 
the  interior  of  the  vessel  cleaned  down  to  the  jugular  bulb.  The 
bony  edges  were  smoothed,  the  wounds  dressed,  and  patient 
put  to  bed  in  good  condition.  On  the  fifth  day  the  dressing  was 
changed  for  the  first  time.  Pulse  and  temperature  had  kept  within 
normal  limits  and  the  general  condition  of  the  patient  was  entirely 
satisfactory,  excepting  the  second  day,  when  the  pulse  was  for  a 
short  time' 56  and  the  temperature  96.20.  Complete  right  facial 
paralysis  after  the  operation  in  spite  of  due  precaution  and  trained 
assistance.  After  an  examination  of  the  fundus  of  the  eyes  on 
second  day  after  the  operation,  the  attending  oculist  reported 
greater  filling  and  tuberosity  of  the  veins  of  the  fundus  than  nor- 
mal, more  on  right  than  left  side.  Bilateral  abducens  paralysis. 
The  removal  of  the  dressing  showed  upper  wound  dry,  but  of  pe- 
culiar odor,  with  limited  area  of  blue  pus  on  the  surface,  and  in 
the  depths  not  entirely  free  from  fetor.  The  bed  or  sigmoid  sinus 
could,  be  followed  to  jugular  foramen,  the  vessel  wall  having  de- 
tached itself  still  farther  below  the  point  of  its  excision,  other- 
wise the  upper  wound  looked  well.  The  lower  dressing 
freely  saturated.  The  entire  region  opened  for  the  jugular  ligation 
was  in  this  case  also  infected  and  had  to  be  reopened,  all  ligatures 
except  the  one  on  the  lower  shrunken  and  necrotic  end  of  jugular 
were  removed  and  wound  cleansed  as  far  as  possible.  After  this 
the  patient's  general  and  local  condition  continued  satisfactory, 
and  he  progressed  in  a  normal  manner;  the  facial  paralysis  re- 
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mained  the  same.  Upon  the  eye  condition  I  will  submit  a  report  of 
the  oculist.  To  control  the  healing  of  the  large  area  of  exposed 
bone,  comprising,  besides  the  field  of  operation  proper,  the  entire 
bed  of  the  sigmoid  sinus  to  the  jugular  foramen,  necessitates  the 
retention  of  a  temporary  postauricular  opening.  This  has  since 
been  closed  satisfactorily  by  a  modified  Stacke  plastic  operation. 

Remarks. — The  question  of  ligation  of  the  jugular  is,  as  we 
see,  still  sub  jiidicc.  Other  avenues  of  infection  on  one  hand,  and 
the  presumption  of  an  occluding  clot  in  the  jugular  on  the  other, 
seem  to  argue  against  the  necessity  of  always  tying  the  jugular, 
aside  from  the  statistical  position  of  the  question.  The  prepon- 
derance of  recoveries  being  in  favor  of  the  cases  where  ligation 
was  made,  I  personally  should  favor  it  where  a  high  degree  of 
pyemia  is  evident,  securing  the  patient  against  an  important  ave- 
nue of  infection.  When  ligation  is  performed  it  appears  to  me 
that  the  vein  should  be  resected  at  once  as  high  up  as  possible. 
Had  this  been  done  in  the  first  case  it  is  probable  that  the  pus  ac- 
cumulation might  have  been  reached,  but  I  do  not  believe  that  even 
this  would  have  saved  the  patient,  when  we  consider  that  on  post- 
mortem pus  was  apparent  in  the  lumen  of  the  vertebral  foramen 
and  the  foramen  ovale.  I  am  impressed  that  the  affection  can 
spread  also  from  these  sources,  which  were  not  surgically  acces- 
sible. Our  attempts  to  find  the  source  for  the  continuance  of  the 
pyemia  ceased  at  no  time  so  far  as  the  cerebrum  and  cerebellum 
were  concerned.  The  depressed  sensorium  kept  our  attention 
fastened  to  these  regions  and  we  made  properly  directed  attempts 
to  find  the  cause  for  it  in  the  temporal  lobe,  and  the  contiguous 
part  of  the  cerebellum  was  also  explored  to  the  internal  auditory 
meatus.  The  poor  condition  of  the  patient,  the  absence  of  symp- 
toms from  the  existing  accumulations,  which  might  have  indicated 
their  location,  or  the  fact  that  lack  of  experience  permitted  such 
symptoms  to  escape  our  observation,  were  singly  or  combinedly 
the  cause  that  we  did  not  search  for  them  where  they  existed, 
though  we  knew  they  existed. 

The  second  case  proves  that  efficient  and  competent  attention 
is  no  security  against  the  progress  of  a  life-threatening  middle- 
ear  complication.  It  is  entirely  probable  that  the  trivial  injury  to 
the  head  set  free  the  lower  part  of  the  thrombus  and  caused  the 
pyemia  which  the  patient  showed  when  admitted.  The  complete 
and  immediate  subsidence  of  the  fever  after  removal  of  the  in- 
fected clot  and  occluding  the  avenue  of  infection  seems  to  point  to 
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it  and  to  the  advisability  of  ligating  the  jugular  at  once,  as  it  does 
not  materially  augment  the  danger  to  the  patient. 

The  very  unwelcome  accident  of  producing  facial  paralysis  de- 
serves our  consideration.  All  due  precaution  while  operating  in 
the  neighborhood  of  the  course  of  the  nerve  had  been  taken,  and 
I  could  rely  upon  the  close  observation  of  the  assistant  to  whom 
this  duty  was  given.  Yet  the  accident  occurred.  Schmiegelow 
reports  that  four  times  this  accidental  effect  of  traumatic  facial 
paralysis  occurred  to  him  in  fifty-three  cases  of  operation  for  the 
cure  of  chronic  middle-ear  discharge,  where  the  entire  middle  ear 
was  opened  (Nordiskt  vied.  Arch.,  No.  17,  1898). 

I  have  in  no  other  case,  upon  which  I  have  made  a  radical  op- 
eration, to  note  this  lasting  result. 

Another  important  and  interesting  complication  is  the  eye  af- 
fection ;  whether  it  is  due  to  a  continuity  of  the  thrombus  to  the 
ophthalmic  veins  or  due  to  a  localized  meningitis  is  difficult  to  de- 
cide, and  authors  having  the  largest  experience  offer  the  above 
theories. 

I  append  a  short  and  general  report  of  the  oculist,  Dr.  Fein- 
gold  : 

Patient  sees  double  since  two  days  previous  to  his  admittance 
to  hospital.  Examined  two  days  after  operation ;  paralysis  left 
external  rectus  and  paresis  of  right  external  rectus. 

In  fundus. — Slight  engorgement  of  retinal  veins.  No  papil- 
litis after  this  date.  Right  external  rectus  became  gradually  com- 
pletely paralyzed.  Examination  three  weeks  later;  no  double  vis- 
ion; paralysis  of  external  recti  still  persisting.  Vis  R.  E.  5/12  (  ?), 
L.  E.  5/13  (?).  Explained  by  state  of  fundus;  neuritis  nervi 
optici  ambilateralis  with  prominence  of  about  three  dioptries  and 
exudation  around  papillae.  Regular  examination  showed  paraly- 
sis to  improve;  double  vision  again  appeared.  The  papillae  became 
less  prominent,  the  white  patches  of  exudation  on  retinae  became 
smaller  until  they  entirely  disappeared.  Coincident  with  this  re- 
pair in  the  fundus  the  external  rectus  muscles  regained  their 
strength  and  only  a  slight  paresis  is  yet  left.  Hopes  of  retaining 
a  valuable  amount  of  sight  proved  fallacious.  In  place  of  the  for- 
mer patches  in  the  retina  appeared  in  macular  regions  white  shin- 
ing spots  very  much  like  albuminuric  retinitis  (albumen  and  sugar 
absent  on  repeated  examinations),  the  vessels  became  thinner  than 
normal,  papillae  grayish  white.  Visus  gradually  sank  until  central 
vision  is  now  practically  absent  and  patient,  after  correction  of 
hypermetropia,  has  just  enough  sight  to  move  about  unaided. 
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This  does  not  seem  to  be  the  last  stage  of  this  process,  as  under 
strychnia  injections  his  peripheral  vision  seems  to  have  improved 
sufficiently  to  permit  hope  for  more. 

DISCUSSION. 

Dr.  Richardson  said  that  these  reports  were  not  only  inter- 
esting but  instructive,  as  affording  the  necessary  data  for  making 
an  early  diagnosis.  The  danger  in  these  cases  was  not  so  much 
from  the  formation  of  a  thrombus  in  the  sigmoid  sinus  as  from 
that  thrombus  lying  there  day  after  day  until  pyemia  develops. 
When  there  were  fever  and  chill  the  harm  had  been  done,  yet,  un- 
fortunately this  was  often  the  first  positive  evidence  of  the  exist- 
ence of  a  septic  thrombosis.  He  had  had  under  his  observation  a 
case  from  the  very  start,  yet  the  septic  thrombus  had  formed  with- 
out any  symptoms  showing  before  the  chill.  The  day  before  this 
symptom  had  appeared  the  patient  had  had  an  almost  normal 
temperature,  and  had  seemed  to  be  better  than  before.  The  state- 
ment has  been  made  that  the  occurrence  of  an  elevation  of  temper- 
ature after  the  subsidence  of  the  other  symptoms,  and  in  the 
absence  of  retention  of  pus,  should  lead  one  to  suspect  septic 
thrombosis.  In  his  opinion  ligation  of  the  internal  jugular  was 
the  course  to  pursue  in  all  these  cases.  It  did  not  add  to  the 
gravity  of  the  case,  and  prevented  the  septic  infection  becoming 
more  general. 

Dr.  N.  H.  Pierce  said  that  his  experience  had  led  him  to  be- 
lieve that  the  most  important  symptoms  in  sinus  thrombosis  were 
chill  and  sudden  rise  of  temperature.  However,  within  the  past 
month,  an  otitis  media  had  developed  in  a  young  girl  after  the 
grip,  and  just  as  she  was  recovering  from  this  an  exposure  to 
cold  had  caused  a  return  of  pain  in  the  ear  and  a  muco-serous  dis- 
charge from  the  ear.  After  a  few  days  she  had  had  a  series  of 
slight  chills,  and  the  temperature  suddenly  arose  to  within  from 
ioo°  to  105 °  F.  Two  other  consultants  had  agreed  with  him  in 
the  diagnosis,  of  septic  thrombosis.  The  next  morning  the  tem- 
perature had  fallen  to  1030,  and  from  purely  friendly  and  senti- 
mental reasons  he  had  postponed  operation.  In  another  day  she 
had  developed  the  usual  evidences  of  erysipelas  about  the  ear, 
which  explained  the  chills  and  temperature,  and  had  made  a  satis- 
factory recovery. 

Dr.  N.  L.  Wilson  said  that  he  had  seen  last  winter  a  case  in 
which  pyemia  of  the  joints,  the  heart,  the  lungs,  and  the  brain 
had  been  present,  and  yet  the  patient  had  recovered.  The  case  had 
been  under  the  care  of  Dr.  Toeplitz. 

Dr.  Joachim  said  that  undoubtedly  a  continued  high  tempera- 
ture in  these  cases  was  very  suspicious  of  infection  of  some  of  the 
sinuses,  yet  it  did  not  apply  to  children,  for  in  them  there  might  be 
a  very  high  temperature  without  any  sinus  thrombosis.  In  the 
adult  the  tendency  to  fever  was  not  great.  Of  the  metastatic  af- 
fections the  most  favorable  were  those  affecting  the  joints  and 
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the  muscles.  In  some  cases  recovery  had  taken  place  without  ty- 
ing the  jugular  vein,  though  the  lungs  had  shown  metastases.  It 
was,  however,  the  part  of  prudence  to  tie  the  jugular. 


PAPER : 

A  PECULIAR   ENLARGEMENT  OF  THE  TURBINALS. 


BY  C.    P.   LI  XII ART,    M.D. 


In  March,  1899,  Mr.  G.,  age  forty-five,  a  barber,  consulted  me 
in  regard  to  a  growth  in  his  nose.  He  had  been  married  four 
years,  has  no  children  of  his  own;  his  wife  has  three  children  by  a 
former  husband  and  seems  to  be  a  healthy  woman.  Since  her  sec- 
ond marriage  she  has  miscarried  twice.  The  first  time,  a  year 
after  the  present  marriage  and  again  the  third  year;  both  mis- 
carriages occurred  at  the  second  month. 

He  said  he  had  noticed  some  difficulty  in  breathing  through  the 
right  nostril  for  about  four  months.  There  was  very  little  hemor- 
rhage and  no  distinct  pain,  the  discomfort  being  from  the  en- 
largement of  the  inferior  turbinate  and  the  difficulty  in  breathing 
through  the  affected  side.  He  had  severe  headaches  two  or  three 
times  a  week.  Externally  the  nose  was  sensitive  in  the  region 
of  the  bridge.  On  examination  I  found  a  large  tumor  involving 
the  inferior  turbinate,  completely  occluding  the  right  naris.  It 
bled  easily  on  touch  and  lacked  the  appearance  of  an  organized 
growth.  It  did  not  respond  to  cocaine  and  there  was  only  a  slight 
sanious  discharge.  The  sense  of  hearing  was  somewhat  dulled, 
but  not  to  a  marked  degree.  He  said  that  two  other  surgeons  had 
pronounced  it  sarcoma,  and  advised  the  extirpation  of  the  right 
side  of  the  nose  and  right  upper  jaw. 

It  was  owing  to  the  gravity  of  this  operation  that  a  friend  of 
his  brought  him  to  me.  I  saw  one  of  these  surgeons  whom  he  had 
consulted  in  reference  to  the  growth,  and  he  gave  it  as  his  opinion 
that  it  was  a  sarcoma.  He  also  informed  me  that  a  pathologist 
had  examined  it  and  pronounced  it  a  round-celled  sarcoma. 

I  advised  a  consultation  with  Dr.  Duel,  of  New  York  City,  and 
this  advice  was  taken,  the  patient  going  to  see  him  some  three 
weeks  after  his  visit  to  me.  Dr.  Duel  was  skeptical  in  regard  to 
the  original  diagnosis.  He  wrote  me  March  26,  saying,  "He 
(Mr.  G.)  has  been  in  the  Manhattan  Eye  and  Ear  Hospital  since 
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Tuesday  awaiting  the  report  of  Dr.  Jonathan  Wright  on  a  large 
section  which  I  removed  that  day  for  microscopic  examination." 
He  further  says :  "The  appearance  and  clinical  history  of  the 
growth  leads  me  to  doubt  very  much  that  it  is  malignant.  The 
section  which  I  removed  has  given  Mr.  G.  considerable  relief  in 
breathing  already,  and  the  fact  that  it  is  not  proliferating  rapidly 
since  is  encouraging."  The  report  from  Dr.  Wright  reads:  "I 
can  make  out  nothing  that  looks  like  sarcoma — it  is  a  granuloma, 
probably  inflammatory,"  and  he  suggested  a  syphilitic  or  tuber- 
cular origin. 

Dr.  Duel  then  removed  the  whole  of  the  inferior,  and  a  part  of 
the  middle  turbinate,  and  scraped  the  septum  with  a  curette  where 
the  growth  had  been  in  apposition.  After  a  few  days  he  was  sent 
to  me  for  further  care  and  treatment. 

The  wound  did  not  do  well,  in  spite  of  the  cleansing  and 
applications  of  nitrate  of  silver  to  stimulate  healthy  granulations, 
the  right  nares  again  closed  with  a  rather  tough  granulation 
which  sprung  from  the  site  of  the  operation,  and  the  whole 
wounded  surface  was  swollen  and  inflamed. 

About  two  weeks  after  his  return  the  inferior  turbinate  on  the 
left  side  commenced  to  enlarge  and  press  against  the  septum,  and 
in  a  few  days  there  were  ulcerations  on  the  septum  and  growth 
where  they  came  in  contact.  The  nares  became  so  nearly  occluded 
that  he  had  to  breathe  through  his  mouth  most  of  the  time. 

There  were  no  apparent  indications  nor  history  of  tubercu- 
losis, the  man  being  a  robust  specimen  of  physical  health,  weigh- 
ing 175  pounds.  No  history  of  syphilis  could  be  elicited;  he  said 
that  he  had  contracted  gonorrhea  when  a  young  man,  but  knew 
no  cause  for  his  present  trouble. 

Acting  on  Dr.  Wright's  suggestion  I  commenced  the  adminis- 
tration of  potassium  iodide,  running  the  dose  up  to  ninety  drops 
of  saturated  solution  a  day.  Under  this  treatment  the  right  naris 
began  to  improve  at  once,  and  the  trouble  in  the  left  side  disap- 
peared as  if  by  magic;  and  within  three  weeks  after  the  commenc- 
ing of  the  administration  of  potassium  iodide  the  trouble  on  both 
sides  had  practically  disappeared. 

I  saw  Mr.  G.  again  ten  days  ago;  he  has  lost  ten  pounds  in 
weight,  but  he  attributes  this  loss  to  his  close  confinement  to 
work.  He  has  been  accustomed  to  take  considerable  outdoor  ex- 
ercise. On  examination  I  found  the  site  of  the  operation  covered 
with  hardened  crusts.  He  complained  of  these  bothering  him, 
but  said  after  their  removal  with  an  alkaline  spray  the  nose  felt 
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much  better.  On  removal  of  the  crusts,  the  appearance  of  the 
cicatrices  was  somewhat  pale,  but  I  could  see  no  indication  of  a  re- 
turn of  his  former  trouble. 

I  gave  him  an  ointment  of — 

Ichthoyl gr.  x 

Eucalyptol   gr.  x 

Benzoinated  lard    .">  j 

which  he  says  relieves  the  distress.     1  also  advised  the  use  of 
iodide.     The  left  side  appeared  normal  in  color  and  size. 
Hotel  Yendome. 


paper : 
REPORT  OF  A  CASE  OF  TIC-DOULOUREUX. 


BY  F.   H.   KOYLE,   M.D. 


I  wish  to  present  a  report  of  a  case  of  tic-douloureux  which 
seems  unique,  in  view  of  the  fact  that,  although  it  was  apparently 
due  solely  to  nasal  and  accessory  sinus  causes,  it  proved  to  have  lit- 
tle, if  any,  relation  to  these  structures. 

On  June  i,  1897,  Miss  W.,  age  forty-eight,  was  referred  to  me 
by  a  prominent  local  dentist  who  had  made  a  diagnosis  of  probable 
disease  of  the  maxillary  antrum. 

The  history  of  the  case  is  as  follows :  Pain  first  appeared  in 
the  right  side  of  the  face  about  fifteen  years  ago  and  has  been  more 
or  less  continuous  ever  since.  It  has  different  starting  points, 
sometimes  over  the  right  malar  eminence,  sometimes  appearing 
to  the  nasal  side  of  the  infra-orbital  foramen,  while  at  .others  it 
starts  in  the  temple.  The  paroxysms  of  pain  are  very  frequent, 
are  produced  by  talking  and  by  mastication,  and  are  of  a  sharp, 
stabbing  character.  Occasionally,  on  leaving  the  house  for  a 
walk,  she  lias  a  stabbing  pain  about  the  region  of  the  infra-orbital 
foramen,  followed  by  a  copious  discharge  of  a  watery  fluid  from 
one  or  the  other  side  of  the  nose.  She  has  had  all  kinds  of  medi- 
cinal and  electrical  treatment,  including  cataphoresis,  at  the  hands 
of  prominent  specialists  in  Boston  and  Buffalo,  but  in  every  case 
with  negative  results.  She  was  finally  referred  to  a  dentist.  In 
December,  1896,  the  first  bicuspid  on  the  affected  side  was  ex- 
tracted and  was  found  to  have  an  abscessed  root.  Six  weeks  later 
the  second  bicuspid  was  extracted,  and  four  weeks  subsequently 
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the  canine.  Immediate,  but  temporary,  immunity  from  pain  fol- 
lowed each  extraction,  the  longest  period  of  relief  following  the 
last  operation. 

There  had  never  been  a  purulent  discharge  from  the  nose,  nor 
had  there  been  noticeable  intranasal  pain,  although  there  was  a 
constant  sensation  of  fulness  about  the  region  of  the  maxillary 
antrum.  The  right  cheek  is  always  a  little  swelled  and  becomes 
scarlet  with  the  onset  of  a  paroxysm.  The  right  eyeball  is  never 
painful.  The  patient  cannot  sleep  on  her  right  side,  contact  with 
even  a  soft  pillow  causing  pain.  She  is  very  neurotic,  so  much  so 
that  if,  even  when  free  from  pain,  her  attention  is  directed  to  her 
complaint,  a  paroxysm  occurs.  Her  life  is  one  of  long  daily  dread, 
every  moment  expecting  the  onset  of  a  paroxysm  and  the  expected 
usually  happens.  Any  effort  at  manipulation  of  the  painful  areas 
caused  so  much  distress  that  I  was  compelled  to  desist. 

On  examination  of  the  nose  I  found  an  enormous  exostosis  of 
the  right  side,  the  crest  of  which  was  deeply  buried  in  the  inferior 
turbinate,  while  its  superior  surface  impinged  on  the  lower  border 
of  the  middle  turbinate.  The  left  side  of  the  nose  was  found  to  be 
normal.  On  transillumination  the  right  antrum  remained  dark, 
the  left  showing  a  normal  reflex.  Assuming  that  the  negative  re- 
sult of  the  transillumination  was  due  to  the  presence  of  something 
foreign  to  its  integrity,  1  advised  its  exploration  as  well  as  the  re- 
moval of  the  exostosis. 

The  latter  operation  was  declined,  but  the  tormer  agreed  to, 
whereupon  I  immediately  drilled  into  the  antrum  through  the  ca- 
nine fossa.  To  the  disappointment  of  both  myself  and  the  dental 
surgeon,  who  was  present,  nothing  was  found  which  would  seem 
to  bear  a  causative  relation  between  the  facial  neuralgia  and  the 
antrum.  A  thorough  search  with  a  probe  and  curette  revealed 
nothing  abnormal  except  a  slightly  thickened,  smooth  mucosa. 

The  result  was  satisfactory  only  in  so  far  as  it  explained  the 
failure  of  transillumination  to  light  up  the  right  antrum.  My  only 
consolation  was  the  reflection  that  many  others  have  dropped  a 
bucket  into  a  well  and  failed  to  draw  up  pearls,  transillumination 
having  served  them  as  it  did  me. 

Unlike  the  effect  of  counter-irritation  produced  by  the  extrac- 
tion of  the  teeth,  the  exploration  was  not  followed  by  relief.  Nei- 
ther did  it  seem  to  aggravate  the  existing  conditions,  the  parox- 
ysms continuing  to  recur  with  their  wonted,  frequency. 

Finding  the  patient  obdurate  in  declining  further  operative  pro- 
cedure, I  was  compelled  to  speculate  on  other  probable  causes  of 
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her  convulsive  tic.  Reverting-  to  the  history  of  the  case,  I  was 
struck  with  the  fact,  which  I  had  till  then  overlooked,  that  the 
hydrorrhea  had  appeared  sometimes  from  the  right  side  of  the 
nose  and  sometimes  from  the  left.  ( )n  further  inquiry  this  proved 
to  be  the  case,  the  discharge  never  having  come  from  both  sides 
simultaneously.  This  appeared  so  strange  in  view  of  the  fact  that 
absolutely  nothing  abnormal  had  been  found  in  the  left  side  of  the 
nose,  that  I  felt  warranted  in  suspecting  a  reflex  neurosis  of  ocu- 
lar origin.  I  was  further  led  to  investigate  this  as  a  possible 
cause,  from  the  fact  that  it  was  only  at  the  beginning  of  her  walk 
that  this  phenomenon  occurred.  Reflecting  upon  the  fact  that, 
under  similar  circumstances,  sneezing  frequently  occurs  as  a  result 
of  the  entrance  of  strong  sunlight  into  the  eyes,  I  thought  it  wise 
to  make  an  ophthalmic  examination.  On  inquiry  I  found  that 
glasses  had  been  prescribed  by  a  Xew  York  oculist  for  both  dis- 
tance and  near  work,  but  they  had  not  proved  very  satisfactory. 

Having  had  some  experience  in  dealing  with  refractive  errors 
and  muscular  anomalies,  I  proceeded  to  examine  my  patient's  eyes, 
with  the  result  that  a  moderate  degree  of  hyperphoria  and  a  con- 
siderable degree  of  esophoria  was  found,  together  with  compound 
myopic  astigmatism  for  distance.  Glasses  were  ordered  for  the 
last-named  condition,  as  well  as  for  the  presbyopia,  and  a  system- 
atic course  of  muscle  training  was  inaugurated  for  the  develop- 
ment of  the  weak  ocular  muscles.  For  the  next  seven  days,  during 
which  I  personally  conducted  the  exercises  twice  a  day,  there  was 
a  marked  improvement  in  the  heterophoric  condition,  as  well  as  an 
appreciable  abatement  in  the  intensity  of  the  neuralgic  paroxysms, 
their  frequency,  however,  remaining  undiminished. 

During  the  following  month  the  patient  conducted  the  exer- 
cises herself.  Her  report  of  continued  improvement  was  then  veri- 
fied by  an  examination  which  showed  the  amount  of  heterophoria 
reduced  bv  50  per  cent.  Three  months  later  there  was  found  only 
one-third  of  the  heterophoria  revealed  at  the  first  examination. 

During  the  eight  days  following  I  personally  conducted  the 
exercises,  at  the  expiration  of  which  time  orthophoria,  or  absolute 
muscle  balance,  was  found  to  obtain  both  for  distance  and  near 
tests. 

By  this  time  the  neuralgic  attacks  had  decreased  to  such  an 
extent,  both  in  frequency  and  severity,  that  instead  of  the  agony 
of  constant  anticipation  and  dread,  and  the  anguish  of  the  pain 
itself,  a  paroxysm  was  now  an  unlooked-for  occurrence,  and  was 
both  infrequent  and  inconsequent. 
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Six  months  later  a  letter  from  the  patient  was  received,  in 
which  she  said  the  pain  had  entirely  disappeared. 

At  this  point  permit  me  to  apologize  for  having  introduced 
the  science  of  ophthalmology,  with  which,  no  doubt,  very  few  of 
you  are  familiar.  But  as  earnest,  scientific  men,  we  cannot  afford 
to  ignore  any  branch  of  science  which  brings  us  nearer  to  the  goal 
for  which  we  are  earnestly  striving. 

The  laryngologist  must  always  be  a  rhinologist,  else  he  will  fail 
to  recognize  the  origin  of  hoarseness  and  various  other  catarrhal 
affections  of  the  larynx.  The  otologist  must  always  bear  in  mind 
certain  nasal  and  nasopharyngeal  causes  of  diseases  of  the  ear. 
The  intimate  association  of  diseases  of  the  nose,  throat  and  ear 
is  such  that  one  must  be  conversant  with  all  three  if  he  wishes  to 
be  successful  in  the  treatment  of  any  one  of  them.  The  ophthal- 
mologist, also,  recognizes  the  fact  that  his  case  of  phlyctenular 
ulcer  possibly  had  its  origin  in  the  nose,  and  forthwith  refers  his 
patient  to  the  rhinologist. 

Why  should  we  not,  then,  in  a  difficult  case  of  tic-douloureux, 
after  failing  to  relieve  our  patient  by  treatment  which  certainly 
seemed  to  be  indicated,  refer  him  to  the  ophthalmologist  for  further 
investigation  and  treatment?  The  case  which  I  have  presented 
is  surely  not  an  isolated  one,  for  it  must  undoubtedly  be  the  case 
that  many  an  ophthalmologist  can  count  among  his  successfully 
treated  clientele  numerous  cases  of  tic-douloureux  which  have 
failed  to  secure  relief  at  the  hands  of  either  rhinologist  or  general 
surgeon. 

A  recent  writer  in  the  Journal  of  Nervous  Diseases  makes  the 
claim  that  facial  neuralgia  is  sometimes  due  to  stricture  or  other 
diseases  of  the  lachrymal  duct.  In  a  recent  paper,  Sargent  Snow, 
of  Syracuse,  has  found  it  due  to  disease  of  the  accessory  sinuses. 
Their  results  would  seem  to  prove  that  the  pain  in  their  cases  was 
due  to  the  interference  of  sensory  function,  caused  by  peripheral 
irritation. 

In  my  case,  as  well,  peripheral  irritation  finds  expression  in  the 
vascular  disturbance  (flushing)  of  the  right  side  of  the  face,  nasal 
hydrorrhea,  and  pain  in  the  regions  supplied  by  the  superior  max- 
illary divisions  of  the  fifth  nerve.  Since  the  fifth  nerve  has  two 
roots,  thus  resembling  a  spinal  nerve,  any  irritation  transmitted 
to  its  posterior  root  will  produce  a  reflex  neuralgic  pain,  due  to 
the  resulting  alteration  of  the  sensory  function. 

In  the  case  presented,  there  remains  to  be  shown  the  relation 
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between  the  third  nerve  (motor  oculi)  and  the  fifth,  which  re- 
sulted in  neuralgic  manifestations. 

It  will  be  remembered  that  the  iris  is  under  the  control  of  the 
ciliary  ganglion,  which  is  the  connecting  link  between  the  two 
nerves,  the  sensory  root  being  derived  from  the  ophthalmic  di- 
vision of  the  fifth,  while  the  motor  root  is  derived  from  the  third 
nerve.  The  sphincter  of  the  iris,  being  innervated  by  the  third,  its 
contraction,  through  the  motor  root  of  the  ciliary  ganglion,  in- 
volves reflexly  the  sensory  root,  which  is  derived  from  the  ophthal- 
mic division  of  the  fifth,  and  which,  through  its  nasal  branches, 
supplies  part  of  the  nasal  mucous  membrane. 

The  third  nerve,  also,  was  chiefly  concerned  in  the  heteropho- 
ria,  to  which  reference  has  been  made.  It  will  thus  be  seen  that 
the  ciliary  ganglion  was  the  medium  through  which  an  irritation, 
originating  in  the  third  nerve,  produced  a  reflex  facial  neuralgia, 
or  tic-douloureux. 

199  Main  street. 

DISCUSSION. 

Dr.  Lester  asked  what  was  the  condition  of  the  pupils  and 
also  in  giving  the  exercise,  was  attention  paid  to  the  heterophoria. 

Dr.  Koyle  replied  that  both  pupils  were  apparently  normal. 
In  the  exercises  he  had  given  attention  first  to  the  hyperphoria. 
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PAPER : 

GLANDULAR  COMPLICATIONS  OF  ACUTE  FOLLICU- 
LAR AND  ACUTE  SUPPURATIVE  AMYGDALI- 
TIS, WHEN  ACCOMPANIED  WITH 
GRIPPE. 


BY   WENDELL   C.    PHILLIPS,    M.D. 


During  the  past  winter  and  spring,  while  the  grippe  has  been 
so  prevalent,  follicular  and  other  tonsillar  affections  have  been  ob- 
served to  be  of  much  more  frequent  occurrence  than  usual.  The 
same  conditions  may  have  been  present  also  in  other  sections  of  the 
country,  and  if  so,  it  will  be  interesting  to  know  whether  the  com- 
plications about  to  be  described  have  been  seen  with  relative 
frequency.  I  refer  to  glandular  enlargements,  both  simple  inflam- 
matory and  suppurative,  which  seem  to  have  resulted  from  absorp- 
tion of  infection  from  the  tonsils.  The  severity  of  these  inflamma- 
tions and  the  fact  that  the  deeper  glandular  structures  have  been 
involved,  and  also  the  fact  that  I  do  not  recall  having  seen  this 
variety  to  any  extent  heretofore,  have  led  me  to  call  the  attention 
of  the  society  to  it,  hoping  that  others  who  have  had  still  larger 
experience  may  be  able  in  the  discussion  to  throw  further  light 
upon  the  subject. 

Not  only  have  these  cases  occurred  in  my  own  practice,  but  I 
have  learned  of  many  others  from  conversations  with  general  prac- 
titioners, and  all  seem  to  agree  that  they  have  been  found  only  in 
those  patients  who  have  suffered  from  the  grippe.  It  is  also  be- 
lieved that  nearly  all  have  first  had  follicular  amygdalitis,  and  a 
few  have  suffered  from  suppurative  amygdalitis. 

The  disease  has,  in  some  cases,  involved  the  superficial  cervical 
glands,  and  in  many  the  deep  cervical  glands  have  been  the  seat 
of  the  inflammatory  process.  The  history  of  the  cases  is  the  usual 
history  of  the  grippe  with  follicular  amygdalitis  the  patient's  ap- 
parent recovery  being  followed  by  pain  in  the  side  of  the  neck,  a 
very  extensive  swelling,  and  rise  of  temperature.  In  about  half 
the  cases  observed  the  swelling  has  suppurated ;  in  the  others  it 
has  finally  subsided  without  suppuration. 

An  operation  was  necessary  in  the  suppurative  cases,  and  in 
two  it  was  found  necessary  to  dissect  out  the  entire  gland.     In 
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only  one  case  have  I  been  able  to  secure  a  satisfactory  microscop- 
ical examination  of  the  pus.  In  this  case  streptococci  of  the  long 
variety  were  present.  In  one  patient  whose  tonsils  were  not  pre- 
viously enlarged  in  the  slightesl  degree,  an  attack  of  grippe  was 
followed  by  follicular  amygdalitis,  and  subsequently  by  an  attack 
of  this  form  of  glandular  complication.  I  have  come  to  regard 
an  attack  of  inflammation  accompanying  the  grippe  as  a  causative 
agent  in  these  glandular  inflammations. 

So  far  as  my  observations  have  gone,  these  attacks  have  been 
no  respecters  of  person,  age,  or  condition ;  adults,  however,  have 
seemed  to  be  the  more  frequent  victims  of  the  disease.  It  has 
seemed  to  me  that  the  symptoms  of  the  cases  observed  this  winter 
have  been  of  much  greater  severity  than  those  of  the  simple  super- 
ficial secondary  glandular  inflammations,  which  we  often  see  re- 
sulting from  attacks  of  amygdalitis  in  young  children,  which  usu- 
ally subside  under  the  use  of  iodides. 

I  will  give  the  history  of  a  single  case  which  may  be  taken  as  a 
type  of  those  that  I  have  attempted  to  describe,  and  not  burden  you 
with  the  histories  of  further  cases. 

Dr.  B.,  was  taken  on  the  31st  of  March  with  a  chill,  a  tem- 
perature of  1030  F.,  and  severe  pain  in  the  back,  followed  by  ten- 
derness in  the  right  side  of  the  throat  and  a  little  swelling.  He 
went  to  bed  immediately  and  took  quinine  freely,  and  in  three  days 
felt  much  better.  No  actual  examination  of  the  throat  was  made 
at  this  early  stage,  but  the  slight  tenderness  and  soreness  would 
indicate  an  attack  of  follicular  amygdalitis.  He  was  up  and  about 
after  this  time,  and  states  that  a  small  lump  could  still  be  felt  at 
the  side  of  his  throat,  which  did  not  entirely  disappear.  On  the 
14th  of  April  the  swelling  suddenly  began  to  increase,  with 
severe  pain  and  tenderness,  and  the  temperature  rose  to  1040.  At 
this  time  the  first  throat  examination  was  made  and  revealed 
nothing  except  a  slight  congestion  of  the  entire  nasopharynx, 
and  a  very  small  amount  of  prominence  of  the  right  tonsil,  due,  no 
doubt,  to  Hie  pressure  of  the  swollen  gland  from  without.  This 
condition  rapidly  grew  worse  until  the  19th,  when,  under  general 
anesthesia,  a  deep-seated  abscess  was  opened  and  the  entire  dis- 
eased gland  curetted.  About  an  ounce  of  pus  was  obtained,  and 
the  microscopical  examination  of  it  revealed  large  numbers  of 
streptococci  of  the  long  variety.  After  this  time  the  patient  made 
a  rapid  and  perfect  recovery. 

In  the  city  of  New  York  follicular  amygdalitis  is  a  compara- 
tively common  disease,  and  is  seen  frequently  among  all  classes, 
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but  it  has  only  been  during  the  grippe  season  just  passed  that  prac- 
titioners have  observed  so  many  of  these  peculiar  glandular  affec- 
tions, and  it  is  the  common  belief  that  all  these  cases  are  directly 
the  result  of  the  grippe. 

A  cursory  examination  of  the  recent  books  upon  throat  dis- 
eases throws  no  light  upon  this  question,  although  some  mention 
is  made  in  several  of  secondary  glandular  inflammations  of  the 
more  simple  variety. 

Bosworth*  says,  ''The  disease  being  of  an  acute  and  infectious 
character,  we  should  naturally  expect  that  the  cervical  glands 
would  be  involved,  and,  while  it  does  not  occur  in  every  case,  it  is 
practically  the  rule  that  they  are  abnormally  sensitive  and  in  many 
cases  enlarged.  Carter  has  observed  a  case  in  which  these  glands 
afterward  suppurated.  It  has  not  been  uncommon  to  find  in  the 
pus  of  tonsillar  suppuration  staphylococci  and  pneumococci. 
Fraenkelf  describes  the  existence  of  staphylococci. 

It  is  interesting  to  speculate  upon  the  method  of  introduction 
of  the  specific  poison  into  the  superficial  and  deep  cervical  glands. 
The  general  consensus  of  opinion  is  that  the  lymphatics  are  the 
poison-carriers. 

According  to  Bosworth,*  the  lymph-vessels  form  a  net-work 
which  allows  of  pressure  in  the  submucous  tissue  and  pressure  in 
the  deep  layers,  so  there  is  no  communication  with  the  small  lym- 
phatic glands.  On  the  right  side  the  lymphatic  channels  empty 
into  the  right  ductus  lymphaticus  and  on  the  left  into  the  re- 
ceptaculum  chyli ;  and,  further, f  ''With  reference  to  the  termina- 
tion of  these  vessels  in  the  tonsils,  Schmidt  believes  that  they  open 
by  their  deep  extremity  into  the  reticulum  of  the  plain  follicles; 
Retterer,  however,  has  shown  that  the  capillary  network  really  oc- 
cupies the  entire  folhcular  mass,  forming  a  system  of  closed  canals 
which  open  neither  by  their  extremities  nor  by  stomata.  There 
can,  therefore,  be  but  little  doubt  that  the  infection  reaches  these 
glands  through  the  lymphatics,  and  we,  therefore,  accept  this 
view."  It  will  be  interesting  to  know  the  experiences  of  other  ob- 
servers. 

DISCUSSION. 

Dr.  N.  L.  Wilson  said  that  he  had  seen  several  such  cases, 
not  only  involving  the  glands,  but  the  sinuses.  They  had  been 
especially  prevalent  this  winter  following  the  grip. 

Dr.  R.  C.  Myles  said  that  this  also  had  been  his  experience. 

*  Bosworth,  "Diseases  of  the  Nose  and  Throat,"  p.  167. 
f  Fraenkel,  loc.  cit. 
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Apparently  it  was  the  result  of  the  attenuated  poison  of  the  grip. 
For  some  reason  this  special  infection  had  seemed  to  penetrate 
very  quickly  into  the  deep  lymphatics. 

Dr.  C.  \\ .  Richardson  said  that  he  had  seen  only  one  case 
of  this  kind  during  the  past  winter,  although  he  had  seen  an 
unusually  large  number  of  cases  of  follicular  tonsillitis.  The  in- 
fection in  Washington  had  been  milder  than  in  previous  years. 

D,r.  Price  Brown  had  met  with  more  throat  trouble  in  Toron- 
to the  past  winter  in  connection  with  the  grip  than  usual  but  cases 
of  suppuration  had  been  no  more  frequent  although  glandular 
enlargement  had  been  very  common. 

Dr.  Joachim  said  that  in  his  part  of  the  country  tonsillitis 
had  been  much  more  prevalent  during  the  past  winter  than  usual, 
yet  he  had  not  met  with  any  unusual  degree  of  involvement  of  the 
deep  cervical  lymphatic  glands.  However,  other  complications, 
such  as  acute  otitis  media,  had  been  remarkably  prevalent. 

Dr.  W.  H.  Daly  asked  if  there  had  been  any  deposit  on  the 
tonsils,  either  fibrinous  or  diphtheritic. 

Dr.  Phillips  replied  in  the  negative. 

Dr.  W.  H.  Daly  said  that  the  cases  that  he  had  seen  had 
been  complicated  rather  with  rheumatic  conditions.  Generous 
doses  of  the  compound  liquor  of  iodine,  both  internally  and  locally, 
had  given  him  the  best  results.  The  underlying  condition  seemed 
to  him  rather  rheumatic  than  the  grip.  The  grip  was  credited 
with  doing  more  harm  than  was  really  the  case. 

Dr.  J.  A.  Stucky,  of  Louisville,  Ky.,  said  that  there  had  been 
an  epidemic  of  this  follicular  trouble  in  Kentucky.  He  had  not 
been  able  to  ascribe  it  to  the  grip.  Antirheumatic  remedies  had 
given  good  results. 

Dr.  S.  MacCuen  Smith,  of  Philadelphia,  said  that  there 
had  seemed  to  be  a  rheumatic  element  in  most  of  the  cases  that 
he  had  seen,  and  in  addition  to  the  follicular  condition,  there  had 
been  some  extension  to  the  larynx.  His  cases  had  done  best  under 
antirheumatic  treatment. 

Dr.  L.  C.  Cline  said  that  he  had  observed  an  unusual  number 
of  cases  of  follicular  affection  in  his  part  of  the  country,  and  an 
unusual  proportion  of  them  had  suppurated.  Many  of  his  patients 
had  improved  promptly  under  the  use  of  sodium  salicylate  to- 
gether with  local  treatment  with  guaiacol  in  full  strength. 
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PAPER : 

SARCOMA  OF  THE  NASOPHARYNX,  WITH  REPORT 

OF  CASES. 


BY  JOHX  O.   M'REYNOLDS,   M.D. 


The  literature  on  the  subject  of  sarcoma  of  the  nasopharynx 
embraces  a  description  of  a  comparatively  small  number  of  cases, 
and  the  work  of  compilation  has  already  been  accomplished  by 
better  hands  than  mine.  And  my  purpose  in  this  brief  paper  is 
simply  to  contribute  additional  cases  to  the  list  now  on  record. 
Bosworth  gives  the  notes  on  the  nineteen  cases  which  he  has 
found  in  literature  and  in  his  own  practice.  Sir  Alorrell  Mac- 
Kenzie  speaks  of  "the  extremely  small  number  of  recorded  cases" 
without  referring  to  any  in  his  own  experience.  Wright,  in  the 
"American  Text-Book,"  refers  to  the  cases  collected  by  Bosworth 
up  to  1892,  and  states  that  since  then  several  others  have  been  re- 
ported. Seiler  does  not  treat  of  the  subject  at  all.  Bishop  deals 
with  these  growths  very  briefly  and  says  that  they  are  of  very  rare 
occurrence,  and  many  other  authors  devote  a  very  limited  space  to 
the  affection,  and  fail  to  indicate  its  degree  of  frequency.  So  it 
appears  that  a  more  thorough  knowledge  of  the  characteristics, 
management,  and  termination,  of  this  affection  would  be  possible, 
if  we  could  draw  our  conclusions  from  a  larger  number  of  cases 
carefully  observed.  And  I  regret  to  confess  that  personally  I  have 
failed  to  keep  complete  records  of  the  cases  that  have  come  under 
my  care,  and  I  can  only  hope  to  give  the  salient  features  that  have 
fastened  themselves  in  my  memory.  And  if  the  fellows  of  this  so- 
ciety will  only  report  their  experience  with  this  malady,  I  feel  that 
the  literature  on  the  subject  will  be  at  least  three  times  as  exten- 
sive as  it  now  is,  and  our  ability  to  successfully  deal  with  the  mal- 
ady might  also  be  materially  increased. 

Case  I. — Mr.  M.  J.  M.,  a  young  merchant  of  Dallas, 
twenty  years  old,  of  the  Hebrew  race,  came  to  me  in  1899  with  a 
history  of  having  recently  lost  free  nasal  respiration,  especially  on 
the  left  side,  which  was  completely  occluded.  The  examination 
of  the  nasopharynx  revealed  a  smooth  rounded  purple  tumor, 
about  the  size  of  a  small  walnut,  which,  on  palpation  with  the  fin- 
ger, was  firm,  practically  immovable,  and  attached  to  the  body  of 
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the  sphenoid  bone.  On  account  of  its  non-pcdunculated  character 
and  its  situation  it  was  necessary  to  hold  the  strong  wire  loop  per- 
sistently about  the  base  of  the  tumor  while  mj  assistant  tightened 
the  wire  around  the  growth.  After  the  wire  had  cut  its  way 
deeply  into  the  tissues  the  resistance  became  so  great  that  it  re- 
quired  the  combined  strength  of  two  men  to  sever  the  growth  from 
its  attachment.  And  as  all  of  the  tumor  was  not  included  in  the 
loop  at  first,  another  portion  was  amputated  in  the  way  just  de- 
scribed, and  finally  the  base  curetted  down  to  the  bone,  and  the 
wound  treated  in  accordance  with  the  indications.  Several  sec- 
tions of  the  tumor  were  made  by  Dr.  Allen  J.  Smith,  of  the  Uni- 
versity of  Texas.  The  more  superficial  sections  showed  a  pure- 
fibroma,  but  as  the  sections  went  deeper,  the  sarcomatous  elements 
appeared  and  then  became  more  pronounced,  until  the  diagnosis 
of  fibrosarcoma  was  clearly  established.  I  show  to  you  the  slides 
prepared  from  this  specimen,  that  you  may  examine  for  your- 
selves. Up  to  the  present  time  there  has  been  not  the  slightest 
evidence  of  recurrence  and  the  nasal  respiration  remains  unim- 
paired. 

Case  II. — Mrs.  R.,  of  Ennis,  Texas,  an  old  lady  of  sev- 
enty years,  and  of  previous  good  health,  consulted  me  with  regard 
to  a  rapidly  growing  tumor  in  the  nasopharynx,  completely  occlud- 
ing both  nostrils  posteriorly,  and  extending  far  down  into  the  oro- 
pharynx. She  was  suffering  very  intense  pain  in  the  head,  due  to 
the  pressure  of  the  growth  on  the  surrounding  structures.  So, 
with  the  aid  of  her  family  physician,  Dr.  G.  M.  Hackler,  and  my 
assistant.  Dr.  D.  E.  Seay,  I  removed  as  much  of  the  tumor  as  could 
be  safely  done  without  endangering  her  life  from  direct  invasion 
of  vital  parts.  Our  object  was  only  to  secure  temporary  relief, 
as  there  was  no  possibility  of  removing  all  the  tumor,  which  was 
rapidly  growing  soft  sarcoma,  and  terminated  fatally  after  a  few 
weeks  from  further  extension  of  the  growth. 

Case  III. — This  patient,  I  saw  several  years  ago,  in  consulta- 
tion with  another  physician,  but  I  regret  to  say  that  I  do  not  pos- 
sess complete  notes  relating  to  his  case.  At  the  time  I  saw  him 
the  sarcoma  had  filled  the  nasopharynx,  had  involved  both  ears, 
had  partially  locked  the  jaws  so  that  the  patient  could  not  open 
widely  the  mouth,  and  had  extended  to  the  external  tissues  of  the 
neck  to  such  a  degree  that  the  circumference  of  the  neck  measured 
twenty-one  inches. 

Case  TV. — On  account  of  the  omission  of  a  microscopical 
examination,  I  am  not  positive  whether  this  case  should  be  classed 
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as  a  fibroma  or  a  fibrosarcoma.  But  it  is  possible  for  one  type  to 
merge  by  insensible  gradation  into  the  other  type,  and  as  they 
sometimes  very  much  resemble  each  other,  I  will  report  this  case 
and  leave  its  exact  classification  to  your  superior  skill. 

The  patient,  Miss  M.,  was  a  young  girl  about  fifteen  years  old, 
when  she  was  referred  to  me  by  her  family  physician,  Dr.  J.  C. 
Loggins,  of  Ennis,  Texas,  on  account  of  a  large  tumor  growing 
in  the  nasopharynx.  Examination  showed  the  presence  of  a  firm 
sessile  mass,  attached  to  the  body  of  the  sphenoid  bone  and  the 
basilar  process  of  the  occipital  bone.  The  growth  was  removed 
very  much  after  the  manner  described  in  considering  Case  No.  i, 
of  Mr.  M.  J.  M.  The  tissues  were  so  tough  that  when  the  cold 
wire  was  thrown  around  the  growth  it  could  not  be  severed  by  the 
combined  efforts  of  two  men,  and  after  these  measures  were  con- 
tinued for  more  than  an  hour,  the  electrocautery  wire  was  thrown 
around  the  growth  at  the  constriction  made  by  the  cold  wire,  and 
thus  the  tumor  was  removed.  Since  that  time,  which  was  six  years 
ago,  I  have  twice  had  occasion  to  remove  nasopharyngeal 
growths  from  this  same  patient,  but  the  neoplasms  seem  to  have 
become  softer  in  character,  and  there  is  evidently  a  transition  in 
type,  but  with  a  prospect  for  complete  recovery. 
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It  may  seem  a  strange  thing  to  members  of  this  association 
that  dentigerous  cysts,  a  topic  more  of  dental  than  laryngological 
interest,  should  he  chosen  as  the  subject  of  this  paper. 

My  reason  for  bringing  the  matter  before  you  is  that  the  diag- 
nosis between  cysts  of  the  upper  jaw  and  the  antral  empyema,  or 
antral  tumors,  is  often  obscure,  especially  in  the  minds  of  the  gen- 
eral practitioner,  or  dentist.  The  patient  afflicted  with  a  dentig- 
erous cyst  presents,  on  the  affected  side,  an  upper  jaw  distended 
and  hard  as  bone.  The  location  of  the  swelling  is  usually  the  side 
of  the  nose  about  the  region  of  the  ala,  sometimes  extending 
along  the  border  of  the  nasal  bones  toward  the  eye.  Examination 
of  the  nostril  often,  but  not  invariably,  reveals  a  bulging  of  the 
outer  wall  of  the  vestibule  inwards  and  upwards.  The  root  of  the 
mouth  may  also  be  pushed  downward  and  inward  over  a  circum- 
scribed portion  of  the  area. 

On  lifting  the  upper  lip  the  teeth  of  the  upper  jaw,  or  some 
of  them,  show  a  diseased  condition  and  a  pronounced  swelling  is 
generally  to  be  noticed  in  the  alveolus. 

The  swelling  of  the  alveolus  may  he  firm  or  soft;  firm  where 
the  bone  still  exists ;  soft  where  it  has  been  absorbed  by  the  ever- 
increasing  pressure  of  the  cyst. 

Sometimes  a  sinus  can  be  made  out  running  upwards  into  the 
swelling,  but  more  often  none  is  seen.  The  tumor  may  even 
cover  the  roots  of  several  teeth  and  obliterate  the  canine  fossa,  hut 
whether  large  or  small,  it  is,  in  my  experience,  invariably  present. 
If  the  swelling  be  punctured,  the  contents  of  the  cyst  will  be  found 
to  be  a  thin,  reddish  or  coffee-colored  serum,  as  a  rule,  sometimes 
more  or  less  yellow,  but  rarely  resembling  pus.  The  symptoms 
usually  are  slow  swelling  of  the  face  without  suffering,  except, 
perhaps,  slight  dental  pain  in  or  about  the  tooth  roots. 

Patients  rarely  present  themselves  until  some  weeks  or  montns 
after  the  appearance  of  the  swelling,  a  fact  which  shows  how 
slight  are  the  discomforts  experienced.  There  is  no  history  of 
nasal  discharge,  and  transillumination  by  the  electric  lamp  in  the 
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mouth  shows  ordinarily  an  equal  amount  of  the  light  directly  under 
both  orbits,  but  on  the  sound  side  the  transmission  of  light  below 
the  orbit  is  better  than  on  the  affected  side.  If  a  trocar  and  can- 
nula be  inserted  into  the  tumor  a  clear  or  chocolate-colored  fluid 
follows  the  withdrawal  of  the  trocar,  and  if  the  cannula  be  con- 
nected with  a  syringe,  fluid  pumped  into  the  cyst  will  return  around 
the  edge  of  the  cannula,  and  not,  as  in  the  case  of  the  antrum,  pass 
out  through  the  nostril.  It  was  objected  in  one  of  my  cases  by  the 
dentist  that  this  proof  was  not  conclusive,  as  the  antral  opening 
into  the  nose  might  be  obstructed,  so  what  I  believed  was  a  cyst 
might  still  be  antral  dilatation.  To  clear  up  the  objection,  after 
water  had  been  pumped  through  the  cannula  and  had  passed  out 
around  it,  the  trocar  was  again  inserted  into  the  cannula,  and  it  was 
pushed  upward  toward  the  roof  of  the  cavity.  The  distance  was 
carefully  measured  to  the  orbit  on  the  outside,  and  it  was  ascer- 
tained that  the  point  of  the  cannula  was  some  distance  from  it. 

The  trocar  was  then  made  to  pierce  the  roof  of  the  cyst  and 
was  withdrawn,  leaving  the  cannula  in  situ.  Water  injected 
through  the  cannula  at  once  passed  out  into  the  nose,  showing  that 
the  roof  of  the  cyst  corresponded  to  the  floor  of  the  antrum,  which 
had  been  pressed  upward  by  the  cyst.  In  some  cases  the  with- 
drawal of  the  deceased  tooth  allows  a  probe  to  enter  the  cavity, 
and  comparison  between  the  length  of  the  probe  inserted  and  the 
internal  distance  from  the  alveolus  to  the  orbit  determines  the  size 
of  the  cyst  and  its  difference  from  the  antrum.  The  evacuation  of 
the  fluid  contents  of  the  cyst  makes  a  marked  change  in  the  ap- 
pearance of  the  face,  for  as  the  lower  part  of  the  cyst  collapses 
on  puncture,  it  leaves  a  sharp,  bony  projection  above,  which  feels 
to  the  finger  almost  like  a  dislocated  nasal  bone.  Experience 
tends  to  show  that  after  evacuation  of  the  contents  of  these 
cysts,  if  free  drainage  be  kept  up,  the  bony  projection  tends 
to  become  less  prominent,  owing  probably  to  absorption  of  the 
bony-  walls.  Whether  this  always  occurs  is,  of  course,  a  most 
important  question,  since,  if  such  a  retrograde  process  does  not 
take  place,  some  operation  for  the  reduction  of  the .  deformity 
should  be  performed.  With  regard  to  the  pathology  of  these 
cysts,  I  have  not  been  able  to  get  any  very  satisfactory  explana- 
tion. In  a  paper  read  by  Albarran  before  the  Paris  Anatom- 
ical Society,  he  comes  to  the  conclusion  that  these  growths  are 
developed  from  the  epithelial  debris  surrounding  the  teeth 
in  the  gubernaculum  dentis,  or  from  those  contained  in  the  walls 
of  the  second  teeth. 
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Baker  describes  a  case,  which  he  calls  cystic,  but  which  has 
acute  symptoms,  and  was  rilled  with  pus,  thereby  excluding  it 
from  the  catalogue  of  pure  cysts. 

Heath  describes  two  kinds  of  dentigerous  cysts;  one  due  to 
the  retention  of  unerupted  teeth  in  the  substance  of  the  jaw, 
and  the  other  to  inflammatory  changes  in  the  root  membrane  of 
an  already  completely  erupted  tooth. 

The  first  variety  of  tumor,  of  course,  contains  the  tooth ;  in 
the  second  it  does  not. 

The  cases  which  I  have  to  report  were  of  the  second  class, 
since  they  contained  no  tooth.  From  a  surgical  standpoint,  the 
important  question  to  be  considered  is  the  condition  of  the  tooth, 
or  teeth,  entering  the  cyst.  The  care  of  these  should  be  intrusted 
to  a  first-rate  dentist,  and  if  diseased  they  should  be  removed. 
After  extraction  of  the  diseased  teeth,  the  bony  opening  into  the 
c\  s1  should  be  packed  until  it  begins  to  granulate  well,  when  the 
gauze  should  be  removed  carefully  and  the  edges  of  the  opening 
allowed  to  cicatrize  so  as  to  leave  an  exit  for  the  secretion.  I  shall 
give  a  short  history  of  a  few  of  the  cases,  to  make  clearer  the  clini- 
cal picture  of  the  disease. 

Case  I. — Mrs.  J.  F.  F.,  age  thirty-seven,  noticed  a  gradual 
swelling  of  the  left  side  of  the  face,  greatest  about  the  region  of 
the  ala  and  below  the  upper  lip,  but  extending  upward  along  the 
nose.  Character  of  swelling  hard,  painless,  normal  in  color,  sub- 
ject to  alternate  increase  and  decrease  in  size,  duration  six  months. 
There  was  no  nasal  discharge.  Puncture  evacuated  a  thin  reddish 
serum,  and  at  once  decreased  the  lower  part  of  the  swelling,  leav- 
ing a  sharply  defined  bony  prominence  above,  which  gave  the  im- 
pression of  a  dislocated  nasal  bone.  She  was  referred  for  exami- 
nation of  the  teeth  and  treatment  to  Dr.  Hardy,  who  kindly  sent 
me  a  report  that  the  "Molar  and  canine  were  alive  and  the  lateral 
crowned,  but  root  well  filled  and  sweet."  He  opened  the  cyst  again 
and  drained  forty-eight  hours,  and  washed  with  Seder's  tablets 
for  three  weeks  to  keep  the  opening  patent.  Nearly  three  months 
later  she  wras  seen  by  me,  and  all  signs  of  bony  swelling  had  dis- 
appeared, although  the  cyst  remained  open  and  a  probe  still  passed 
in  to  a  short  distance.  It  gave  her  no  discomfort  and  did  not  dis- 
charge. The  interesting  point  to  me  in  this  case  was  that  so  large 
a  bony  projection  could  subside  entirely  in  so  short  a  time  as 
three  months. 

Case  II. — B.  R.,  age  seven,  entered  the  Massachusetts  Hospital 
with  a  hard  swelling  of  right  side  of  face,  duration  three  months. 
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extending  upward  along  the  nose  toward  the  inner  angle  of  the 
eye  and  downward,  filling  the  canine  fossa.  The  eye  tooth  was 
loose,  and  in  the  most  prominent  part  of  the  swelling.  He  was 
etherized  and  Dr.  Algernon  Coolridge  opened  the  cyst  and,  find- 
ing that  the  condition  of  the  teeth  entering  it  was  bad,  removed  the 
lateral  and  canine.  Jn  the  case  of  the  canine  a  thin  layer  of  bone 
around  the  middle  only  remained,  while  its  root  for  one-quarter  of 
an  inch  moved  about  freely  in  the  cavity.  The  swelling  of  the 
face,  as  in  the  previous  case,  was  almost  entirely  without  pain. 
The  boy  disappeared  after  a  few  days,  but  was  seen  two  years  and 
five  months  later,  and  the  history  is  that  after  operation  the  swell- 
ing had  gradually  diminished,  until  in  a  few  weeks  no  sign  re- 
mained. He  has  now  a  regular  set  of  teeth,  none  missing,  the 
only  result  of  the  old  trouble  being  a  slightly  deviated  incisor. 

Case  III. — Alice  G.,  entered  Alassachusetts  Hospital  for  a 
growth  on  her  upper  jaw,  presenting  the  usual  appearance  de- 
scribed in  the  preceding  cases.  The  cyst  was  opened  in  Nut  Pa- 
tients' Department,  and  a  straw-colored  fluid  evacuated.  It  was 
more  difficult  in  this  case  to  keep  the  orifice  open,  owing  to  the 
fact  that  the  patient  lived  at  a  distance.  Nevertheless,  the  cyst  be- 
gan to  diminish,  and  in  three  months  had  almost  disappeared.  The 
dentist,  who  saw  this  case  later,  told  her  that  the  origin  of  her 
trouble  dated  back  to  the  killing  of  the  nerve  of  the  canine  tooth 
by  a  former  practitioner,  who  neglected  to  remove  the  dead  nerve, 
which,  i >f  course,  suppurated.  The  onset  of  the  swelling,  indeed, 
corresponded  accurately  with  the  date  of  the  treatment  of  the  ca- 
nine tooth. 

Case  IV. — Airs.  W.  B.,  age  fifty-nine,  entered  the  Massa- 
chusetts (ieneral  Hospital  with  a  very  large  facial  swelling,  in  loca- 
tion corresponding  to  the  preceding,  extending  below  the  upper 
lip  from  the  left  antral  incisor  of  the  first  bicuspid.  A  trocar 
passed  through  the  lower  nasal  meatus  entered  the  cyst,  showing 
how  far  it  had  raised  the  floor  of  the  antrum.  The  cyst  was 
opened,  packed  and  treated  in  this  way  for  a  long  time  without 
great  improvement.  Then  the  patient  was  sent  to  Dr.  Edward 
Briggs,  who  removed  the  root  of  the  incisor  tooth,  onto  which  a 
pin  holding  a  false  tooth  had  been  fastened.  After  drilling  the 
hole  for  this  pin,  a  dentist  had  inserted  a  little  wire  obliquely,  so 
that  its  end  made  a  foreign  body  in  the  alveolus.  This  was  re- 
moved, and  the  root  itself  taken  out,  cleaned  and  replaced,  and 
the  pulp  cavity  of  a  neighboring  dead  tooth  treated  and  the  cyst 
at  once  began  to  improve.     The  case  is  interesting,  as  showing 


Dentigerous  Cysts.  ' ' ' 

that  unless  diseased  conditions  of  tin-  teeth  are  cured,  surgical  pro- 
cedures alone  are  of  no  avail. 

I  ase  I  '.I  >.  H-.  male,age  twenty-two, had  noticed  two  months 
before  a  swelling  of  the  upper  jaw,  opposite  firsl  molar  tooth, 
which  was  evacuated  by  a  surgeon.  It  SOOn  tilled,  however,  and 
the  patient  was  sent  to  the  throat  department  for  diagnosis  and 
treatment.  The  swelling  extended  below  the  upper  lip  from  the 
canine  to  the  wisdom  teeth.  It  was  hard  above,  elastic  below,  and 
the  teeth  corresponding  to  the  swelling  were  badly  diseased.  He 
was  sent  to  a  dentist,  who  removed  the  two  molars,  and  the  con- 
dition subsided  quite  rapidly.  Thirteen  months  later  there  was  no 
return  of  tin-  old  condition. 

Case  I  7.— Lillian  X.,  swelling  as  described  in  preceding  cas 
hard   and  painful   since   it    was  lanced,   which   occurred   about   a 
month  before  entering  a  hospital.    Cyst  contents,  as  in  preceding 
cases,  was  a  clear  fluid,  stained  with  hlood. 

The  cyst,  apparently,  has  been  subject  to  great  variations  with- 
in the  last  two  years,  coming  and  going,  as  she  expresses  it,  and 
usually  lasting  hut  a  short  time.  Dr.  Briggs'  report  on  this  case 
was:  "Canine  dark  colored,  does  not  respond  to  cold,  gums 
over  tooth  show  remains  of  probable  fistula  cicatrix,  the  pulp 
probably  dead." 

Case  VII.— Calista  T..  age  sixty-two,  entered  the  hospital  with 
the  characteristic  nasal  and  canine  swelling,  which  had  appeared 
painlessly  twelve  months  hefore.  No  distinct  connection  with  the 
teeth  could  be  traced,  since  those  connected  with  the  cyst  had  been 
removed  hefore  her  admission  to  the  hospital.  The  cyst  was 
opened  and  the  orifice  plugged  for  two  weeks,  when  she  was  al- 
lowed to  return  home.  She  reports  one  year  later  that  the 
swelling  entirely  disappeared  shortly  after  reaching  home. 

Case  J 'III. — I  should,  perhaps,  not  report  this  case,  since  it  is 
too  recent  to  add  to  the  value  of  the  prognosis.  It  shows  clearlj 
the  dental  etiology  and  I  shall  report  it  briefly  on  that  account : 

Harry  L.,  age  seven,  had  slight  toothache  three  months  ago, 
followed  by  a  hard  non-sensitive,  painless  swelling,  extending 
along  left  nasal  hone  to  the  orbit.  He  had  recently  had  a  first 
bicuspid  below  the  tumor  removed,  the  roots  of  which  were  badly 
decayed. 

There  was  a  small  sinus  at  the  site  of  removal  of  the  tooth.  A 
probe  entered  almost  to  the  orbit;  the  opening  is  still  packed  every 
second  day. 
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In  this  case  the  bony  deformity  will  probably  disappear,  as  it 
has  in  those  cases  hitherto  cited. 

From  a  careful  study  of  these  cases  I  am  led  to  believe  that 
the  cyst  is  not,  as  Albarran  suggested,  due  to  epithelial  secretion 
from  the  cells  of  the  gubernaculum  dentis,  but  rather,  as  Dr. 
Edward  Briggs  believes,  to  an  inflammatory  process  originating 
about  the  diseased  teeth,  which  is  characterized  more  by  excessive 
secretion  than  by  active  destruction. 

To  me  the  prognosis  is  also  of  great  interest,  since  I  could  not 
have  believed  that  so  great  a  bony  swelling  could  subside  in  so 
short  a  time  as  two  or  three  months.  Many  of  these  cases  were 
referred  to  us  for  diagnosis  for  antral  disease  and  with  a  view 
to  operation. 

In  the  light  of  this  series  of  cases  antral  diseases  can  be  elimi- 
nated and  operation  avoided. 

The  salient  points  are  free  drainage  and  careful  dental  treat- 
ment. 

My  best  thanks  are  due  to  Dr.  Coolridge  for  permission  to 
report  cases  occurring  in  his  clinic  and  to  Drs.  Briggs  and  Hardy 
for  their  careful  report  and  examinations. 
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ANESTHESIA  IN  CHILDREN  WITH  ADENOIDS,  AND 

IN  THE  ADENOID  OPERATION,  WITH  SPECIAL 

REFERENCE  TO  THE  DANGERS  OF 

CHLOROFORM  IN  CHILDREN 

OF  THE  LYMPHATIC 

DIATHESIS. 


BY    I.    1!.    HALSTED,   M.D. 


The  presence  of  hypertrophied  lymphoid  tissue  in  the  naso- 
pharynx is  often  but  a  local  expression  of  a  general  diathesis — 
the  lymphatic  diathesis — with  which  the  child  is  affected.  Oc- 
curring during  the  immature  and  developing  period  of  life,  ade- 
noids, by  obstructing  nasal  respiration,  impair  the  oxygenation 
of  the  blood  and  must  of  necessity  affect  injuriously,  to  some  ex- 
tent, every  cell,  every  tissue,  every  organ  of  the  body — not  merely 
the  neighboring  organs  of  the  ear,  nose,  and  throat,  but  more 
remotely  and  yet  certainly  the  heart,  the  lungs,  the  cerebrum,  and 
every  part  of  the  body. 

A  child  with  adenoids,  then,  presents  two  distinct  conditions, 
the  lymphatic  diathesis  manifesting  itself  locally  in  the  naso- 
pharynx, and  the  constitutional  and  local  results  of  nasal  obstruc- 
tion. 

These  children  may  be  and  often  are  of  large  build,  weighing 
above  normal,  slow  and  sluggish  both  in  their  physical  and  mental 
activity,  the  word  "flabby,"  perhaps,  expressing  their  general  phy- 
sical make-up.  There  is  another  type,  that  of  the  nervous 
temperament,  the  children  of  this  class  being  thin,  peaked,  hollow- 
eyed,  restless,  with  the  facial  expression  of  mouth-breathing,  and 
the  dusky  pallor  of  one  starving  for  oxygen.  On  the  other  hand, 
apart  from  some  local  effect  upon  the  ears,  many  are  in  apparent 
perfect  health  until  the  obstruction  is  removed,  when  the  child's 
general  health  improves  so  much  that  it  is  seen,  by  contrast,  to 
have  been  in  a  worse  general  condition  before  the  operation  than 
had  been  suspected. 

There  is  no  question  but  that  children  with  adenoids  are  in 
a  depressed  general  health,  and  have  weak  hearts,  impoverished 
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blood,  impaired  lungs,  and  resist  disease  or  shock  with  much  less 
force  than  do  other  children.  The  recognition  of  the  truth  of 
what  has  been  said  is  of  vital  importance,  not  alone  to  laryngolo- 
gists  and  otologists,  but  to  the  general  physician  and  surgeon, 
when  he  comes  to  the  selection  of  a  general  anesthetic  for  children. 

For  many  years — ever  since  chloroform  and  ether  were  dis- 
covered— it  has  been  taught  and  thought  to  be  true  that  chloro- 
form was  especially  safe  in  children,  and  ]  dare  say  that  90  per 
cent,  of  medical  men  believe  this  to  be  true  and  act  upon  this  be- 
lief. Those  who  operate  much  upon  children  are,  from  their  in- 
dividual experience,  beginning  to  question  this,  and  I  believe  that 
before  many  years  are  passed  it  will  be  recognized  generally  that 
chloroform  is  especially  dangerous  during  the  period  of  early 
childhood. 

In  a  recent  paper,  discussing  the  selection  of  an  anesthetic, 
Wyeth,1  a  general  surgeon  of  wide  experience,  says  that  in  about 
j^  per  cent,  of  his  operations  in  general  surgery  he  uses  chloro- 
form in  preference  to  ether,  but  states  that  in  children  under 
twelve  years  of  age  he  considers  chloroform  especially  dangerous 
and  thinks  ether  should  be  the  selective  agent  during  this  period 
of  life.  In  children  above  twelve  years  of  age,  without  any  dys- 
crasia,  heart-trouble,  or  kidney-lesion,  he  thinks  chloroform  as  safe 
as  ether. 

With  reference  to  the  post-mortem  findings  in  deaths  occur- 
ring from  chloroform,  Koiisko,2  who  has  probably  made  more 
autopsies  than  any  other  person,  averaging  2,000  a  year  for  many 
years,  and  of  these  about  six  a  year  on  persons  dying  from  cardiac 
syncope  due  to  chloroform,  in  whom  no  previous  lesion  of  the 
lungs,  kidney  or  heart  was  known  to  exist,  says:  "In  these  cases 
we  always  find  the  condition  known  as  the  'habitus  lymphaticus.' 
The  nature  of  this  condition  is  ( 1 )  a  persistent  thymus  gland 
which  has  often  become  considerably  enlarged  through  an  increase 
of  its  lymphatic  tissue;  (2)  enlarged  lymph-glands;  (3)  adenoid 
vegetations  in  the  pharynx,  enlarged  tonsils,  enlarged  follicles  at 
the  root  of  the  tongue  and  in  the  pharynx;  (4)  enlarged  follicles 
in  the  intestines  and  in  the  stomach.  These  conditions  are  ac- 
companied by  acute  dilation  of  the  heart,  with  no  changes  in  the 
muscle  or  endocardium ;  or  occasionally  there  is  evidence  of  a 
previous  cardiac  dilation  marked  by  thickenings  in  the  endocard- 
ium, but  not  recognized  clinically.  There  is  also  very  frequently 
found  a  hyperplastic  condition  of  the  arterial  system."  Brickner, 
to  whom  this  personal  communication  was  made,  adds,  "It  would 
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seem,  therefore,  that  in  anesthetizing  patients  of  the  lymphatic 
temperament  or  those  in  whom  there  is  a  previous  heart  disease, 
or  in  whom  lymphatic  enlargement  or  adenoid  vegetations  exist, 
chloroform  .should  he  rigidly  excluded."  That  is  to  say,  he  would 
exclude  chloroform  not  simply  in  the  adenoid  operation,  but  in 
any  other  operation  in  a  child  having  adenoids,  enlarged  tonsils, 
or  other  evidence  of  the  lymphatic  diathesis. 

Children  have  more  fear  and  struggle  against  taking  an  anes- 
thetic to  a  greater  extent  than  do  adults.  Hare8  says,  "Persons 
who  are  robusl  and  strong,  and  who  struggle  violently,  are  in 
greater  danger  from  chloroform  than  the  sickly  and  weak, because 
the  struggles  exhaust  the  vasomotor  system,  strain  the  heart,  and 
dilate'  the  veins." 

(  hloroform,  fear  and  shock  are  all  strong  cardiac  depressants, 
any  one  of  the  three  capable  of  producing  death  through  cardiac 
syncope,  and.  when  all  three  are  combined,  as  is  so  often  the  case 
in  anesthetizing  frightened  children,  the  patient  is  necessarily  in 
a  critical  condition  at  the  very  beginning  of  anesthesia  and  this 
probably  accounts  for  the  fact  that  most  deaths  take  place  during 
this  period,  and  is  also  the  most  potent  reason  for  never  operating 
under  primary  chioroform-anesthesia,  since  in  addition  to  the 
other  three  depressants  you  add  another  powerful  one — pain.  This 
is  especially  true  in  the  operation  for  adenoids,  because  here  the 
anesthesia  must  be  withdrawn  before  the  operation  is  begun  and 
the  patient  begins  to  recover  before  the  cutting,  which  is  done  in 
an  unusually  sensitive  site,  is  begun. 

The  explanation  of  Wyeth's  clinical  experience  and  belief  that 
chloroform  is  especially  dangerous  under  twelve  years  of  age  is, 
I  think,  to  be  found  mainly  in  the  fact  that  it  is  in  this  period  of 
life  that  the  so-called  lymphatic  diathesis  is  most  marked,  a  much 
larger  percentage  of  children  than  of  adults  presenting  this  con- 
dition. This,  the  lymphatic  diathesis,  together  with  the  greater 
fear  which  children  have  of  an  anesthetic,  would  account  for  the 
statement  that  chloroform  is  especially  dangerous  during  early 
childhood. 

With  reference  now  to  the  question  of  anesthesia  in  the  opera- 
tion for  the  removal  of  adenoids  in  children,  time  and  clinical 
experience  have  proved  that  remnants  of  partially  removed  ade- 
noids do  not  tend  to  shrivel  and  atrophy  as  was  believed  to  be  the 
case  a  few  years  ago,  but  instead  show  a  marked  tendency  to  en- 
large and  cause  a  recurrence  of  symptoms.  A  true  recurrence 
of  a  completely  removed  adenoid  is  a  rare  occurrence,  though  one 
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that  does  take  place,  but  not  with  the  frequency  of  a  recurrence 
of  symptoms.  It  is  exceedingly  difficult  under  any  form  of  oper- 
ation to  make  sure  that  all  the  growth  is  removed,  but  it  is  all 
important  to  remove  it  all.  Thoroughness  of  operation  is  the 
most  important  consideration,  and  we  must  choose  a  method  which 
permits  of  thoroughness  with  the  greatest  degree  of  safety  to  the 
child  and  the  infliction  upon  him  of  the  least  amount  of  pain, 
shock  and  hemorrhage,  both  during  and  following  the  operation. 
The  practice,  prevailing  in  this  country  and  Great  Britain,  of 
doing  this  operation  on  children  under  twelve  years  of  age,  under 
general  anesthesia,  is,  I  think,  correct.  Why  children  should  be 
deprived  of  the  blessing  of  narcosis  in  an  operation  which,  above 
most  others,  is  excruciatingly  painful,  and  because  of  the  great 
amount  of  blood,  most  horrifying  and  full  of  shock  to  sensitive 
children,  is  to  my  mind  inconceivable,  unless  it  be  that  the  anes- 
thetic offers  so  much  more  danger  in  this  than  in  other  operations. 
We  know  that  in  Germany  and  Austria  it  is  the  custom  to  operate 
without  an  anesthetic,  but  the  operation,  I  am  satisfied,  is  not  only 
done  very  imperfectly  and  coarsely,  but  too  often  brutally. 

Two  years  ago,  in  one  of  the  largest  ear-clinics  of  Berlin,  I 
saw  a  surgeon  in  the  course  of  half  an  hour,  while  operating  on 
two  children  about  five  years  of  age,  without  anesthesia,  break 
and  leave  in  the  nasopharynx  of  each  of  them  the  blade  of  the 
Beckman  curette  at  least  half  an  inch  in  length.  On  the  other 
hand,  one  of  the  most  complete  adenoid  operations  which  I  ever 
witnessed  was  done  ten  years  ago,  without  an  anesthetic  by  a 
justly  famous  German  otologist,  now  dead,  and  it  was  done 
thoroughly  and,  leaving  out  the  question  of  anesthesia,  properly. 
The  child  was  placed  in  an  arm-chair  on  a  raised  platform.  Straps 
in  front  of  the  legs,  the  thighs,  the  chest,  forearms  and  arms  and 
finally  the  forehead,  bound  the  child  to  the  chair.  The  little 
patient  was  completely  and  perfectly  immobilized,  mechanically 
anesthetized  if  you  like.  The  operator  then  inserted  the  mouth 
gag,  used  the  tongue  depressor,  introduced  several  times  his 
forceps,  removing  the  greater  part  of  the  growth.  With  different- 
sized  curettes  and  frequent  examinations  with  the  finger,  all  rem- 
nants were  carefully  cleared  out.  When  the  operation  was  com- 
pleted to  the  satisfaction  of  the  surgeon,  the  child  was  convinced 
that  it  had  been  thoroughly  done.  I  assert  that  this  is  the  only 
way  in  which  this  operation  can  be  made  on  a  small  child  with 
the  proper  degree  of  thoroughness,  without  using  a  general  anes- 
thetic, and  I  am  satisfied  that  if  all  who  operate  without  anes- 
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thesia  would  be  as  thorough,  they  would  have  a  death-rate  from 
shock  approaching  if  not  equalling  that  of  those  who  use  chloro- 
form or  ether. 

Local  anesthesia  under cocain  in  small  children  is  impracticable, 
for  the  very  good  reason  that,  as  used  ordinarily,  it  does  not 
anesthetize  the  deeper  parts  where  cutting  is  done,  and  if  applied 
deeply  with  the  hypodermic  needle  it  would  be  attended  with  more 
fatalities  than  chloroform.  In  many  children  above  twelve  and 
fifteen,  and  in  adults,  the  operation  may  be  done  under  cocain, 
although  almost  never  without  a  great  amount  of  pain.  Persons 
of  this  age  commonly  prefer,  however,  to  stand  the  pain  to  taking 
a  general  anesthetic,  and,  if  necessary,  several  operations  at  dif- 
ferent times  may  be  made.  Cocain  is  not  without  danger.  San- 
ford4  reported  a  death  from  cocain  in  this  operation,  and  in  the 
discussion  of  his  case  two  others  were  reported.  How  many  more 
have  not  been  recorded  is  not  known,  but  probably  few  attempt 
its  use  with  a  view  to  getting  genuine  anesthesia  in  small  children. 

Chloroform  is  probably  the  agent  most  commonly  employed 
to-day  in  the  removal  of  adenoids,  though  many  operators  are 
giving  up  its  use  and  employing  ether,  ethyl  bromide,  or  nitrous- 
oxide  gas.  Fatalities  will  occur  with  any  of  them  or  without  any 
of  them,  but  we  are  bound  to  choose  that  one  which  is  least  likely 
to  kill  and  at  the  same  time  permit  of  a  proper  operation. 

Hinkel,"  in  a  strong  paper  in  1898,  called  attention  to  the  high 
mortality  from  chloroform  in  this  operation.  He  was  able  to 
find  in  this  country  the  reports  of  but  three  fatal  cases  besides  his 
own,  while  in  England  during  the  precedng  five  years,  fourteen 
cases  were  recorded.  In  both  countries  but  one  death  from  ether 
was  reported.  Since  that  time,  i.e.,  in  the  past  two  years,  I 
have  been  unable  to  find  the  report  of  but  one  death  due  to  chloro- 
form or  ether  in  the  adenoid  operation  occurring  in  this  or  any 
other  country.  This  was  a  death  from  chloroform,  reported  by 
Wishart.6  Until  I  had  the  misfortune  nearly  two  years  ago  to 
lose  a  patient,  ten  years  of  age,  the  heart  ceasing  and  breathing 
stopping  a  few  minutes  after  the  adenoids  and  tonsils  were  re- 
moved and  chloroform  taken  away,  I  fancied  chloroform  was, 
all  things  considered,  as  safe  as  ether. 

The  sooner  we  recognize  and  realize  the  fact  that  statistics  re- 
lating to  the  frequency  of  deaths  from  chloroform  and  ether,  es- 
pecially if  based  upon  reports  found  in  medical  journals,  are 
utterly  valueless,  the  better  off  we  shall  be.  Such  statistics  prove 
only  that  physicians  will  report  anything  rather  than  a  fatality 
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from  any  anesthetic.  I  myself  know,  or  have  learned  through 
verbal  communication,  of  more  chloroform  fatalities  in  the  ade- 
noid operation  than  are  recorded  in  all  American  medical  journals. 
So  far  as  they  go,  however,  statistics  are  overwhelmingly  in  favor 
of  the  view  that  chloroform  has  caused  in  the  removal  of  ade- 
noids many  more  deaths  than  ether,  but,  on  the  other  hand,  chloro- 
form has  undoubtedly  been  employed  many  times  as  often  as 
ether,  so  that  we  cannot  altogether  rely  on  statistics  until  they 
approach  a  semblance  of  accuracy. 

In  the  earlier  part  of  this  paper  I  believe  I  showed  clearly 
that  chloroform  is  proved  to  be  theoretically,  clinically,  and  by 
post-mortem  findings,  the  one  drug  from  which  in  this  operation 
we  ought  to  expect  a  high  mortality.  It  ought  to  have  a  higher 
mortality  in  this  than  in  other  operations  if  Kolisko's  investiga- 
tions mean  anything,  because  the  lymphatic  diathesis  is  here  near- 
ly always  present. 

With  ethyl  bromide  I  have  had  no  personal  experience,  being 
prejudiced  against  its  use  because  of  the  fatalities  in  other  opera- 
tions which  have  been  reported  with  such  frequency  that  it  is 
proved  to  be  not  the  harmless  agent  we  were  at  first  led  to  hope 
it  might  be.  When  it  kills,  it  kills  quickly,  very  much  like  chloro- 
form, being  a  powerful  cardiac  depressant ;  and  in  children  who 
are  of  the  lymphatic  diathesis  and  depreciated  in  health  and  tone 
by  mouth-breathing,  I  should  feel  that  the  objections  that  exist  to 
the  other  would  exist  to  this  newer  anesthetic. 

Nitrous-oxide  gas  I  have  used  a  few  times  and  have  seen  others 
operate  for  adenoids  under  it,  but  not  to  my  satisfaction,  except- 
ing in  exceptional  circumstances.  The  patient  recovers  too  rapid- 
ly to  permit  of  a  thorough  operation,  especially  if  one  does  the 
double  operation  of  adnoid  and  tonsils,  as  I  am  in  th  habit  of 
doing  when,  for  in  the  majority  of  cases,  all  require  removal.  At 
the  same  time  there  are  many  cases  in  which  nitrous-oxide  gas 
would  be  sufficient,  and  it  probably  has  a  valuable  place  as  a  pre- 
liminary to  etherization,  though  I  have  had  no  experience  with  it 
in  this  connection. 

In  the  great  majority  of  cases,  all  things  considered,  I  believe 
ether  is  the  best  anesthetic  for  the  adenoid  and  tonsil  operation, 
and  in  children  with  adenoids  should  be  preferred  to  chloroform 
in  other  operations.  I  have  employed  it  almost  exclusively  in  this 
operation  for  the  past  eighteen  months,  and  for  eight  years  prior 
to  that  very  many  times.  I  am  well  aware  that  in  this  operation 
ether  presents  many  peculiar  disadvantages.     As  compared  with 
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chloroform  the  patient  is  longer  in  becoming  unconscious.     There 
is  more  suffocation  and  struggling;  retching  and  vomiting  art 
ways  possible  complications,  and  of  more  importance  in  this  than 
in  most  short  operations  on  other  parts  of  the  body.     The  opera- 
tion is  unquestionably  attended  with  more  hemorrhage  than  when 
chloroform  is  used,  and  because  of  the  retching  there  is  more 
danger  of  the  blood  and  stomach-contents  being  aspirated  into  the 
lungs,  or  of  the  blood  and  mucus  being  churned  into  a  semi-solid 
mass  in  the  to-and-fro  movements  of  respiration.     The   special 
dangers  to  be  apprehended  then  from  ether  are  those  of  asphyxia, 
and  if  death  should  occur  it  would  come  on  comparativelv  slowly 
and  not  until  a  great  deal,  including  tracheotomy,  had  been  done 
to  avert  it,  greatly  differing  from  chloroform,   which,    when   it 
causes  death,  does  so  without  warning  and  almost  instantaneously. 
Primary  ether-anesthesia  in  a  short  operation,  not  complicated 
by  enlarged  tonsils,  is  often  sufficient,  and  there  is  not  the  objec- 
tion to  it  that  exists  to  chloroform  in  the  primary  stage,  ether  be- 
ing a  cardiac  stimulant  which  would  offset  the  depressant  effects 
upon  the  heart  of  shock  and  pain  that  might  occur  before  the 
completion   of   the   operation.     In    primary   ether-anesthesia   the 
patient  does  not  recover  from  the  anesthetic  nearly  so  quickly  as 
from  chloroform  in  the  same  stage,  so  that  one  has  a  much  longer 
time  to  operate.     In  longer  operations,  when  both  adenoids  and 
tonsils  are  to  be  removed,  the  third  stage  may  have  to  be  reached, 
but  expertness  in  operating   will   make  the  primary  stage  very 
often  all  that  is  necessary,  even  when  both  adenoids  and  tonsils 
have  to  be  removed.     Expertness  in  operating  should  be  culti- 
vated, because  the   shorter  the  operation  compatible   with  thor- 
oughness the  better  for  the  patient,  since  the  danger  of  blood  en- 
tering the  trachea  and  asphyxiating  him  is  lessened. 

Objectors  to  ether  emphasize  the  serious  after-effects  upon 
the  lungs  and  kidneys.  As  these  depend  upon  the  quantity  of 
ether  inhaled,  they  are  not  to  be  feared  in  the  operation  under 
consideration,  because  of  the  shortness  of  the  operation  and  the 
comparativelv  little  ether  inhaled. 

The  disadvantages  of  ether  can  be  largely  overcome  or  much 
minimized.  The  art  of  giving  ether  has  been  much  neglected  in 
the  teaching  of  medical  schools,  so  that  it  is  very  commonly  given, 
indifferently  or  badly.  The  saying  that  few  can  give  chloroform 
safely  but  'that  any  one  can  give  ether,  is  one  of  those  loose  state- 
ments that  cause  positive  injury,  in  that  it  prevents  men  from  ap- 
preciating the  necessity  of  learning  the  art  of  etherization,  and 
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it  is  an  art.  For  the  past  year  I  have  had  atropia,  in  doses  of 
Vioo  to  V300  grain,  depending  on  the  age  of  the  child,  given 
hypodermically  prior  to  the  ether.  This  so  greatly  diminishes 
the  excessive  secretion  of  mucus  in  the  pharynx,  trachea,  and 
bronchi  that  it  largely  overcomes  this  objection  to  the  employment 
of  ether. 

Rosenberg '  and  Laborde  have  advanced  the  theory  that  the 
nausea  and  vomiting  resulting  from  the  inhalation  of  ether  and 
chloroform  is  produced  by  the  irritation  of  these  drugs  upon  the 
peripheral  branches  of  the  trigeminal  nerves  in  the  nasal  mucous 
membrane.  This  irritation  of  the  trigeminals  causes  a  reflex 
stimulation  of  the  pneumogastric  and  inhibitory  respiratory  center 
in  the  medulla,  with  the  result  that  nausea  and  vomiting  are  pro- 
duced and  struggling  and  a  feeling  of  suffocation  excited.  Now, 
if  to  the  nasal  mucous  membrane  cocain  in  a  5  per  cent,  to  10  per 
cent,  solution  is  applied,  the  nerve-endings  are  deadened  and  con- 
sequently less  stimulation  of  the  pneumogastric  and  inhibitory 
respiratory  center  follows.  They  advised  that  cocain  be  sprayed 
into  the  nose  some  minutes  prior  to  beginning  the  anesthetic  and 
in  long  operations  reapplied  by  spraying.  I  have  for  six  months 
or  more  made  use  of  this  suggestion  in  many  of  my  operations 
when  ether  is  given,  never,  however,  spraying  the  cocain,  but 
applying  it  by  means  of  a  cotton  swab,  dipped  into  a  5  per  cent, 
or  10  per  cent,  solution,  depending,  upon  the  age  of  the  patient, 
and  making  use  of  but  two  or  three  drops,  and  then  gently  and 
rapidly  inserting  the  small  swab  into  each  nasal  cavity,  and  brush- 
ing over  the  mucous  membrane.  By  this  means  a  very  small 
amount  of  cocainis  used,  never  enough  to  excite  any  apprehen- 
sion from  the  effects  of  the  cocain.  My  experience  with  this  has 
been  so  satisfactory  that  I  mention  it  here,  feeling  that  it  does 
much  to  overcome,  or  at  least  diminish,  one  of  the  great  objec- 
tions and  one  of  the  chief  dangers  of  ether,  that  is,  the  vomiting 
and  inhalation  or  aspiration  into  the  lungs  of  stomach-contents  or 
blood.  Given  a  good  anesthetist,  atropia  hypodermically  and  a 
very  small  amount  of  cocain  applied  to  the  nasal  mucous  mem- 
brane, ether  is  as  readily  administered  as  is  chloroform,  and  with 
but  a  fraction  of  the  danger. 

In  conclusion : 

1.  Children  with  adenoids  present  two  distinct  conditions,  viz., 
the  lymphatic  diathesis,  manifesting  itself  locally  in  the  naso- 
pharynx, and  the  constitutional  and  local  effects  of  mouth-breath- 
insf. 
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2.  Mouth-breathing  children  and  those  of  the  lymphatic  dia- 
thesis are  in  depressed  general  health  and  posses  a  lowered  general 
tone  of  all  the  cell  and  organs  of  the  body,  and  so  resist  badly  all 
heart  depressants,  such  as  chloroform,  shock,  fright,  etc. 

3.  Instead  of  being  regarded  as  comparatively  safe  in  children, 
chloroform  should  be  especially  feared  during  the  period  of  child- 
hood, because  of  the  existence,  among  so  many  children,  of  the 
lymphatic  diathesis;  the  presence  of  this  diathesis  is  a  positive 
contraindication  to  the  use  of  chloroform  in  any  operation. 

4.  The  adenoid  operation  in  children  under  twelve  years  of 
age  without  general  anesthesia  must  as  a  rule  be  condemned  be- 
cause it  does  not  permit  of  a  thorough  removal  of  the  growths, 
is  exceedingly  painful,  and  because  the  pain  and  loss  of  blood  pro- 
duce such  shock  that  irreparable  injury  is  often  done  to  the  nerv- 
ous system  of  a  sensitive  child. 

5.  For  the  removal  of  adenoids,  ether  properly  administered 
is  incomparably  safer  than  chloroform,  and  in  skilled  hands  is  but 
little  more  disagreeable  to  the  patient,  and  in  the  great  majority 
of  cases  is  the  best  anesthetic  in  this  operation. 
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PAPER : 

ADENOIDS    FROM    THE    STANDPOINT    OF    HEMOR- 
RHAGE. 


BY  IRVING  E.    KIMBALL,    M.D. 


Should  my  own  experience  be  taken  as  a  text  in  the  treatment 
of  the  subject:  "Adenoids  from  the  Standpoint  of  Hemor- 
rhage," I  should  be  inclined  to  treat  the  matter  as  a  surgical  buga- 
boo. In  twelve  years'  experience,  with  a  total  of  350  operations 
for  adenoids,  I  have  never  seen  a  case  of  primary  or  secondary 
hemorrhage  of  sufficient  gravity  to  give  me  the  least  anxiety.  In 
these  operations  I  have  used  the  various  kinds  of  forceps  and 
curettes,  and  in  all  but  four  cases  ether  has  been  used  when  an 
anesthetic  was  given. 

Unfortunately  my  experience  has  not  been  the  experience  of 
all  who  do  this  operation.  Cases  are  reported  of  serious  and 
alarming  hemorrhages  and  still  worse  fatal  ones.  Are  these  cases 
of  primary  and  secondary  hemorrhages  becoming  more  frequent? 
And  if  so,  to  what  are  they  due?  Of  course,  the  condition  de- 
manding this  operation  is  more  frequently  recognized  and  conse- 
quently the  operation  is  more  frequently  done  than  formerly ;  and 
perhaps  these  cases  are  more  generally  reported;  but  is  it  not  a 
fact  that  with  our  up-to-date  methods  of  operating  for  adenoids 
we  are  in  greater  danger  from  hemorrhage  than  in  earlier  meth- 
ods? By  up-to-date  methods  I  mean  hurry  methods;  too  little 
time  taken  to  do  the  work  carefully.  In  our  efforts  to  minimize 
the  time  of  anesthesia  we  are  on  the  outlook  for  an  instrument 
that  will  do  the  work  not  only  thoroughly  but  quickly.  In  my 
early  acquaintance  with  this  work,  begun  under  the  instruction 
of  our  lamented  friend,  Dr.  F.  H.  Hooper,  the  time  consumed  was 
a  question  of  minutes  rather  than  seconds.  Then  it  was  not  un- 
usual to  be  thirty  minutes  in  operating.  Lowenberg's  forceps 
or  Hooper's  modification  was  used  first,  then  the  curette  and 
finger  nail  for  smoothing  off  the  surface.  Plenty  of  blood  fol- 
lowed, but  not  enough  to  give  alarm;  if  the  amount  seemed  un- 
usual the  work  was  suspended  until  the  blood  ceased  to  flow.  Re- 
gardless of  method  employed  or  instrument  used,  a  complete 
removal  of  the  growth  is  important  from  the  standpoint  of  hemor- 
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rhage,   for  an   incomplete  removal  means   increased  chances  of 
hemorrhage  taking  place. 

In  my  opinion  the  curette  is  an  excellent  instrument  if  carefully 
and  judiciously  employed;  but  carelessly  used,  or  in  the  hands 
of  a  novice,  it  can  be  made  to  do  great  harm.  No  doubt  in  many 
cases  too  much  force  is  employed  in  its  use,  which  results  in  in- 
jury to  the  underlying  structures  and  the  unnecessary  removal  of 
healthy  tissue.  This  causes  undue  hemorrhage  at  the  time  of  the 
operation  and  increases  the  chances  of  a  secondary  one.  \  cry 
recently  a  surgeon  of  my  acquaintance  was  heard  to  say  that  no 
up-to-date  rhinologist  used  a  forceps  in  the  adenoid  operation. 
It  does  not  seem  to  me  that  any  up-to-date  rhinologist  can  afford 
to  discard  the  forceps,  or  in  fact  to  confine  his  work  to  any  one 
instrument.  I  am  a  believer  in  the  forceps  carefully  but  firmly 
manipulated,  with  it  removing  all  that  can  be  so  removed,  then 
finishing  off  with  some  form  of  the  curette,  taking  plenty  of  time 
in  the  performance  of  the  work. 

In  cases  where  there  is  reason  to  suspect  the  bleeding  habit  in 
a  patient,  I  positively  refuse  to  operate;  nor  do  1  fail  to  inform 
myself  on  this  point  whenever  a  case  presents  itself  for  opera- 
tion, making  careful  inquiries  as  to  the  family  history  in  this  par- 
ticular. More  difficult  to  guard  against  are  such  cases  as  are 
reported  by  Dr.  Schmiegelow,  where  the  internal  carotid  was 
found  to  have  been  opened,  the  vessel  being  pushed  out  of  place 
by  swollen  glands;  and  more  recently  the  case  reported  by  Dr. 
Thompson  where  a  similar  anomalous  position  of  the  internal 
carotid  was  found,  and  had  an  operation  for  adenoids  been  per- 
formed the  vessel  would  probably  have  been  wounded. 

To  guard  against  the  danger  of  hemorrhage  it  seems  but  wise 
to  keep  the  patient  under  one's  personal  supervision  until  the 
danger  is  past ;  twenty-four  or  forty-eight  hours  in  bed  is  none 
too  long,  and  during  this  period  nothing  but  cold  food,  liquid  or 
semi-solid,  should  he  allowed.  Where  patients  cannot  or  will  not 
avail  themselves  of  hospital  advantages,  1  advise  having  the 
operation  done  at  their  homes  with  a  trained  nurse  in  attendance 
if  possible.  Very  reluctantly  have  I  operated  upon  patients,  if 
they  had  immediately  to  go  out  into  the  worst  possible  surround- 
ings. A  short  period  of  detention  at  the  hospital  is  most  de- 
sirable. 

I  can  speak  of  no  personal  experience  in  the  use  of  the  supra- 
renal capsule  extract,  but  in  view  of  the  late  reports  from  those 
who  have  used  it,  I  should  hesitate  for  fear  that  in  attempting  to 
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moderate  the  usual  amount  of  hemorrhage  I  might  later  on  have 
a  secondary  one  to  deal  with.  Authorities  seem  to  be  agreed  upon 
the  methods  of  controlling  hemorrhage  when  it  does  occur ;  these 
methods  are  familiar  to  you  all.  In  view  of  my  statement  at  the 
opening  of  my  paper,  1  can  hardly  be  expected  to  offer  to  you  any 
suggestions  of  interest  from  my  personal  experience. 

The  points  I  wish  to  emphasize  in  the  management  of  these 
cases  from  the  standpoint  of  hemorrhage  are : 

First — Thoroughness  of  removal  and  carefulness  in  technique 
at  the  expense  of  time. 

Second — The  selection  of  instruments  the  best  suited  to  per- 
form the  operation  safely  and  efficiently. 

Third — The  positive  exclusion  of  the  hemorrhagic  diathesis. 

Fourth — Competent  supervision  of  the  patient  until  the  clanger 
from  hemorrhage  is  over. 


paper : 
PATHOLOGY  OF   ADENOID   GROWTHS. 


BY   CHAS.    \Y.    RICHARDSON,    M.D. 


The  adenoid  masses  in  the  nasopharynx  vary  greatly  in  their 
consistency.  They  may.  therefore,  be  classed  into  two  groups, 
which  may  be  called  the  hard  or  fibrous  type,  and  the  soft  or  gela- 
tinoid  type.  Their  degree  of  consistency  seems  not  so  much  to 
depend  upon  the  age  of  the  patient  as  it  does  upon  the  character  of 
the  histological  elements.  Those  in  which  the  connective  tissue 
is  of  a  succulent  type,  rich  in  young  cells,  surrounding  numerous 
and  large  masses  of  lymphoid  tissue,  the  growths  are  usually  soft 
and  readily  break  down  under  pressure  of  the  finger.  Those 
composed  of  masses  in  which  the  connective  tissue  element  con- 
sists of  well  developed  fibrous  tissue,  in  which  the  lymphoid  tissue 
is  abundant  and  the  lymphoid  masses  are  not  numerous,  the 
masses  are  usually  firm  and  tough.  These  types  are  not  depend- 
ent upon  the  age  of  the  patient,  but  rather  to  its  original  histo- 
logical elements,  as  we  often  find  the  more  dense  and  firm  tissue  in 
the  very  young  and  the  gelatinoid  type  in  the  young  adult.  These 
facts  are  not  incompatible  with  the  well-known  observation  that 
changes  do  take  place  in  this  tissue  in  young  adult  life,  which  is 
attended  with  increase  in  density  of  the  connective-tissue  element 
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and  attended  atrophy  of  the  lymphoid  (.■lenient.  Microscopically, 
these  masses  vary  greatly  in  their  situation,  size  and  groupings, 
and  arc  subject  to  varying  changes  under  stimulus  of 
local  or  systemic  irritation.  The  most  frequent  situation  is  at  the 
vault  immediately  behind  the  fornix,  where  they  often  hang  down 
behind  the  choanas  like  an  irregular,  jagged  curtain;  at  the  dome 
of  the  pharynx,  where  they  protrude  as  an  irregular  inverted  dome 
into  the  nasopharynx,  or  show  several  more  or  less  prominent 
protruding  masses,  which  hang  below  the  general  mass  like  stalac- 
tites ;  and  the  posterior  wall,  which  seems  projected  forward  by 
the  increased  deposition  of  lymphoid  tissue  in  this  area.  The 
more  rare  seats  of  these  growths  are  along  the  lateral  walls  and 
in  Rosenmuller's  fossae.  I  have  examined  in  almost  all  of  the 
many  cases  that  have  come  under  my  observation  for  the  presence 
of  growth  about  the  orifice  of  the  Eustachian  tubes,  but  have 
never  yet  found  growth  in  this  situation. 

These  growths  are  influenced  markedly  by  local  inflammation 
in  the  nasal  and  pharyngeal  chambers,  as  well  as  by  disturbances 
of  the  alimentary  canal. 

Microscopically  the  masses  show  that  they  do  not  differ  from 
other  glands  of  the  same  type  situated  in  other  regions  of  the 
body.  They  are  composed  almost  wholly  of  a  delicate,  wavy, 
connective  tissue,  rich  in  lymphoid  cells  and  in  blood-vessels, 
numerous  sections  showing  in  varying  numbers  round,  ovoid  and 
irregular-shaped  groupings  of  lymphoid  masses,  surrounded  in 
most  cases  with  a  succulent,  reticular  tissue,  rich  in  young  cells, 
hut  of  a  distinctly  fibrous  nature.  The  basement  membrane 
which  covers  these  masses  is  lined  mostly  with  a  columna-ciliated 
epithelium,  and  occasionally  with  a  compound  squamous  epithel- 
ium. 

The  pathological  factors  that  enter  into  the  possible  develop- 
ment of  the  lymphoid  masses  at  the  vault  of  the  pharynx,  which 
we  know  as  nasopharyngeal  hyperplasia,  are  not  as  clear  or  as 
thoroughly  understood  as  we  should  wish,  and  although  the 
pathological  evidences  of  varied  diseased  conditions  which  play  a 
role  in  the  development  may  not  make  their  personal  impress  upon 
the  tissue  developed,  they  no  doubt  exert  a  latent  influence 
which  is  evidenced  in  the  development  of  this  lymphoid  tissue. 
The  condition  known  as  tuberculosis  can  be  traced  through  all  its 
gradations  in  these  lymphoid  masses.  In  cases  in  which  the 
tuberculous  condition  is  manifested  by  present  organic  lesions  in 
the  lungs  and  other  organs,  the  presence  of  the  bacillus  has  been 
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noted  in  masses  of  tissue  removed  from  the  pharyngeal  vault. 
In  other  cases  in  which  the  tubercular  disease  was  latent  we  find 
in  the  hypertrophied  masses  the. presence  of  giant  cells.  Accord- 
ing to  Lewin's  report  on  "Tuberculosa  der  Rachenmandel,"  the 
examination  of  all  cases  for  the  evidences  of  tuberculosis  of  the 
adenoid  tissue  shows  a  varying  proportion  in  which  positive  evi- 
dences of  tubercular  involvement  can  be  shown  to  erist.  All  the 
published  investigations  to  the  present  time  show  as  follows  : 

Lermoyez    32  cases  with  2  tubercular. 

Broca    100  "  "  o 

Gottstein    33  "  "  4 

Brindel    68  "  "  8 

Pluder  and   Fischer 32  5 

Luzatti    50  "  "  2 

Hynitzsch    180  "  "  7 

Wex    210  "  "  7 

Lewin    200  "  "  10 


9°5  45 

It  will  be.  seen  that  under  nearly  a  thousand  cases  which  have 
been  subjected  to  close  microscopical  scrutiny,  we  find  in  5  per 
cent,  more  or  less  pathological  evidences  of  tuberculosis  stamped 
upon  the  hyperplasia.  The  question  here  arises  as  to  the  relation- 
ship of  this  5  per  cent,  of  cases.  Are  they  simply  an  accidental 
pathological  change  found  in  the  pharyngeal  hyperplasia  of  a 
latent  tuberculose,  or  is  it  a  more  intense  manifestation  of  the 
action  of  a  tuberculous  condition  which  is  manifested  in  a  fair 
proportion  of  the  remaining  95  per  cent.,  but  not  shown 
by  actual  patho-histological  changes  ?  Pathological  investigations 
pushed  along  the  same  lines  with  regard  to  other  organic  lesions 
which  have  the  property  of  transmissibility  and  hereditary  in- 
fluence might  show  similar  percentages  of  positive  and  negative 
results,  but  nevertheless  showing  that  these  allied  conditions  have 
their  influence  as  pathological  factors  in  the  development  of  this 
hyperplastic  change. 

it  has  always  seemed  to  me  that  there  was  some  underlying 
pathological  condition,  or  conditions,  that  was  responsible  for 
the  pathological  changes  herein  developed.  Call  this  condition 
bv  whatever  name  you  please,  the  lymphatic  diathesis,  scrofu- 
lous lymphatism,  etc.,  there  can  be  no  denial  that  in  children  of 
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certain  types  there  is  a  peculiar  tendency  to  hypertrophy  of  th& 
glandular  structures  thai  does  not  exist  in  other  children.  In 
most  of  these  cases,  upon  careful  examination  into  the  family 
history,  you  will  find  that  in  the  parents,  or  in  the  more  remote 
grand-parents,  certain  conditions  which  have  made  their  impress 
upon  the  life  of  the  individual  affected,  probahly  being  the  last 
hereditary  evidence  of  the  vice.  This  condition  may  be  syphilitic, 
a  tubercular  evidence,  the  child  itself  or  one  of  the  parents  may  be 
the  result  of  an  ill-sorted  marriage,  or  a  product  of  a  conception  in 
which  one  or  both  of  the  parests  were  below  par  at  the  time  of 
the  conception. 


FROM  Till-:  STANDPOINT  OK  HISTOLOGY. 

Dr.  NoRVAL  11.  PlERCE  said  that  adenoids  were  a  hyperplasia 
of  tissues  normally  present.  This  hyperplasia  should  only  be 
looked  upon  as  pathological  when  it  interfered  with  the  functions 
of  other  parts,  or  itself  because  secondarily  diseased.  These 
growths  are  of  two  great  varieties,  the  diffuse  and  the  stalactite. 
The  surface  may  be  either  coarsely  granular  or  nearly  smooth, 
or  more  or  less  fissured.  The  ciliated  columnar  epithelium  is 
cuboid  or  pavement  shaped  in  places,  owing  to  pressure.  Beneath 
this  epithelium  is  a  delicate  basal  membrane.  The  principal  part 
of  the  mass  is  composed  of  lymphoid  nodes  identical  with  the 
solitary  follicles  of  the  intestine,  and  a  reticulum  holding  together 
these  nodes,  together  with  follicles  which  open  on  the  free  surface 
of  the  mucosa.  Subsequently  the  lymphoid  nodes  become 
atrophied  by  pressure  from  contraction  of  the  maturing  embry- 
onic connective  tissues.  These  growths  were  frequently  affected 
by  tuberculosis  and  other  infections. 

FROM   THE  STANDPOINT  OF  OPERATIVE    PROCEDURES. 

Dr.  [oseph  A.  White,  of  Richmond.  \  a.,  discussed  this  phase 
of  the  question,  lie  said  that  he  had  operated  a  good  many  hun- 
dred times  himself,  and  yet  no  matter  what  method  he  had  adopted 
he  never  felt  satisfied  that  he  had  thoroughly  removed  all  of  the 
growths.  So  long  as  bleeding  followed  gentle  use  of  probe  the 
space  was  not  free  of  adenoids.  Some  adenoid  growths  resemble 
a  bunch  of  worms,  some  are  conical  with  apex  down  ;  others  are 
flat  and  cushion  shaped,  and  keep  up  a  constant  discharge  of 
mucus;  others  still  are  composed  of  two  lobes  with  a  deep  fissure 
separating  them.  He  could  not  see  how  the  forceps  could  be 
discarded  entirely.  While  the  curette  was  the  main  reliance,  no 
curette  could  clean  out  the  space  completely,  particularly  the 
masses  on  the  sides  in  the  vicinity  of  the  Eustachian  tubes.  For 
the  removal  of  these  he  used  the  forceps.     He  was  in  the  habit  of 
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operating  under  general  anesthesia  in  children,  though  doing  so 
with  fear  and  trembling.  He  was  accustomei  1  1  ise  a  palatal 
retractor  of  his  own  devising,  and  while  this  was  in  position  he 
examined  the  space  thoroughly  bef  ng  an  operation.     This 

was   entirely    feasible   in   children   over   five   years    of  age .    :    - 
younger  ones  he  had  to  depend  solely  upon  the  examination 
his  ringer.     It  was  ordinarily  possible  in  adults  to  see  the  vault 
satisfactorily ;  but  there  were  many  cases  in  which  such  a  view 
could  not  be  obtained  without  the  use  of  this  device.     It  had  been 
invaluable  to  him  and  to  others  who  had  learned  to  use  it.     His 
experience  had  been  that  it  was  necessary  to  be  trained  t 
this  little  instrument  to  advantage.     The  instrument  was  exhibit- 
ed.    It  had  been  his  experience  that  where  the  operation  \va- 
thoroughly  done  the  patient  would  be  an:  ::erward  with 

considerable  discharge  in  the  pharynx.     He  had  seen  one  op.: 
do  marvelous  work  in  the  post-nasal  space  with  the  snare  ; 

rs  nally  he  could  not  do  this,  and  indeed  the  majority     :  oper- 
ators depended  upon  the  curette,  using      -  forceps         'cca- 
sionally  he  had  made  use  of  the  galvano-cautery  I 
fragments  not  easily  removed  in  any  other  way.     Without  an- 
esthesia the  only  position  was  with  the  patient  sitting  in  front 
of  the  operator.     When  anesthesia  was  employed,  the  child  was 
anesthetized   with   the   head   down.     As   soon   as   under  the 
fluence  of  the  anesthetic  he  inserted  the  mouth  gag,  the  cfc 
head  hanging  over  the  chair.     He  was  so  afraid  of  general  an- 
esthesia in  children  that  he  operated  under  cocain  alone  when- 
ever possible,  and  rarely  used  profound  general  anesthesia. 

FROM   THE  5TAXDPOIXT  OF  AFTER-TREATMENT. 

Dr.  Frederick  C.  Cobb,  of  Boston,  said  that  if  the  opera! 
were  thoroughly  and  carefully  done  there  was  seldom  any  sej 
It  was  generally  sufficient  to  keep  the  child  quiet  for  a  day  or  two. 
He  had  occasionally  noticed  that  the  operation  had  started  up  an 
old  middle  ear  disease.     He  had  tried  at  one  time  sprays  to  keep 
the  parts  clean  after  operation,  but  they  had  been  abandoned. 
ing  that  with  a  proper  technique  they  were  unnecessary.     He 
had  only  once  been  called  upon  to  treat  he:  ge,  and  in  that 

case  the  pleading  had  subsided  under  the  use  of  simple  astringent 
sprays  applied  to  the  nose  and  nasopharynx.  It  had  come  on 
three  days  after  the  operation. 

Dr.  A.  <  r.  Root  said  that  in  young  children,  particularly  if 
there  were  any  disorder  of  the  kidney,  he  preferred  chloroform. 
Death  from  chloroform  anesthesia  were  still  but  little  under- 
I.  It  was  assumed  by  those  who  had  studied  this  subject  that 
the  deaths  that  had  occurred  from  chloroform  anesthesia  were 
probably  the  result  of  an  enlarged  thymus  gland.  The  exact 
pathology  was.  however,  not  well  understood.  It  was  often  neces- 
sary to  keep  the  tongue  well  forward,  yet  the  application  of 
forceps  to  the  tongue  seemed  to  him  simply  barbarous.     It  was 
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much  better  to  pass  ;i  stout  ligature  through  the  tongue,  as  this 
gave  complete  control,  did  not  leave  the  tongue  sore  afterward, 
and  did  not  inflict  traumatism,  which  might  eventually  lead  to  the 
development  of  epithelioma.  He  was  one  of  those  who  believed 
the  forceps  could  not  be  discarded.  An  instrument  which  had 
not  been  mentioned  in  this  discussion  was  one  called  an  adenotome, 
and,  in  his  hands,  it  had  proved  of  considerable  value.  It  was 
easilj  used,  and  would  sometimes  take  the  place  of  the  forceps.  It 
seemed  to  him  that  septic  conditions  were  liable  to  follow  invasion 
of  the  post-nasal  space,  and  hence,  an  effort  should  be  made  to 
keep  this  part  clean. 

Dr.  Price  Brown  expressed  his  faith  in  chloroform,  never 
having  used  ether  in  these  eases.  In  using  chloroform  there  was 
a  certain  definite  small  rate  of  mortality.  In  a  practice  extending 
over  a  quarter  of  a  century  he  had  not  seen  a  fatal  case  from 
chloroform,  and  while  it  might  occur  to  him  at  any  time  such  an 
accident  would  only  have  the  effecl  of  making  him  more  careful 
in  its  administration.  This  anesthetic  should  be  administered 
drop  by  drop.  In  two  instances  he  had  seen  serious  effects  from 
pouring  somewhat  larger  quantities  on  the  napkin  at  a  time.  Re- 
garding instruments,  he  would  say  that  he  never  uses  the  forceps, 
finding  that  he  can  accomplish  the  desired  result  by  the  proper 
use  of  curettes  of  various  sizes  and  of  the  requisite  sharpness. 
In  the  side  spaces  he  could  remove  the  fragments  easily  with  his 
finger  nail,  lie  had  at  one  time  tried  a  forceps,  but  had  been 
disappointed  with  its  action. 

Dr.  Richards  thought  the  selection  of  instruments  and  of 
position  for  operating  was  a  matter  of  individuality.  Personally 
he  always  operated  with  the  patient  in  the  sitting  position  and 
with  ether  as  the  anesthetic,  tie  recalled  one  instance  in  which 
most  alarming  symptoms  had  followed  the  administration  of 
chloroform  in  the  hands  of  a  skilled  anesthetist,  and  it  was  not 
likely  that  he  would  employ  this  anesthetic  agent  again. 

Dr.  W.  C.  Phillips  said  that  he  had  always  considered  cocain 
exceed inglv  dangerous  in  young  children,  and  he  would  hesitate  a 
long  time  before  using  it  in  such  cases;  hence  it  was  only  adding 
to  one's  troubles  to  go  from  chloroform  to  cocain.  lie  was  sur- 
prised that  Dr.  White  used  the  forceps  for  his  final  work;  in  New 
York  City  the  practice  was  to  use  the  forceps  in  the  first  stage 
of  the  operation  and  finish  up  with  the  curette.  lie  did  not  think 
(he  position  of  the  patient  was  a  matter  of  any  importance:  prob- 
ably no  one  in  the  room  had  ever  seen  death  from  inhaling  blood. 
He  never  thought  of  lowering  the  patient's  head  to  prevent  blood 
from  going  into  the  trachea,  and  believed  if  the  blood  went  down 
it  passed  into  the  stomach  and  not  into  the  trachea. 

Dr.  F.  H.  Kovle,  of  Hornellsville,  said  that  he  had  frequently 
made  use  of  the  A  C  E  mixture  instead  of  either  chloroform  or 
ether,  using  an  Esmarch  inhaler.  It  had  all  the  advantages  of 
chloroform  and  of  ether,  and  none  of  the  disadvantages  of  either 
of  these  anesthetics.     The  chief  danger  from  chloroform  lay  in 
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the  fact  that  it  was  usually  administered  by  those  who  had  not 
sufficient  experience  with  it.  It  should  be  administered  by  the 
drop  method,  the  patient,  if  old  enough,  being  instructed  to  count, 
and  with  each  count  one  drop  of  chloroform  being  given  with  the 
Esmarch  inhaler.  He  did  not  approve  of  the  use  of  either  the 
tongue  forceps  or  of  the  ligature  passed  through  the  tongue.  It 
was  an  easy  matter  for  the  assistant  to  keep  the  jaw  well  forward 
by  the  thumbs  placed  behind  the  angles  of  the  jaw. 

Dr.  Lewis  C.  Cline,  of  Indianapolis,  thought  the  selection  of 
the  anesthetic  and  of  the  instrument  was  a  matter  chiefly  of  early 
teaching  and  individual  experience.  It  had  been  his  misfortune 
to  see  a  healthy  child  of  five  years  die  from  the  use  of  cocaine  in 
the  hands  of  another  practitioner.  The  worst  experiences  he  had 
ever  had  were  in  three  cases,  and  in  each  of  these  it  had  been  with 
the  first  few  inhalations  of  chloroform.  He  had  been  severely 
criticized  for  advocating  the  removal  of  adenoids  without  anes- 
thesia, but  he  believed  it  was  right.  The  child  was  firmly  held, 
and  he  took  plenty  of  time  in  operating.  He  had  frequently  re- 
sorted to  the  method  of  removing  adenoids  piecemeal  in  both 
children  and  adults,  and  his  patients  had  come  back  again  and  had 
the  operation  repeated  until  finished. 

Dr.  Thomas  J.  Harris,  of  Xew  York,  thought  it  hard  to 
reconcile  some  of  the  discordant  views  expressed  concerning 
anesthetics.  Speaking  for  the  Manhattan  Eye  and  Ear  Hospital 
of  Xew  York,  he  would  say  that  ether  was  generally  employed, 
and  there  had  been  no  fatal  case  from  it,  certainly  in  the  last  ten 
years.  He  had  operated  on  quite  a  number  of  very  young  chil- 
dren ;  had  had  one  fatal  result.  In  this  case  an  infant  was  recover- 
ing from  pneumonia  and  there  seemed  to  be  so  much  obstruction 
to  breathing  that  he  had  removed  with  the  finger  nail  as  much 
adenoid  tissue  as  possible  without  giving  an  anesthetic.  The  child 
had  been  temporarily  relieved,  but  had  died  thirty-six  hours  la- 
ter, apparently  from  some  meningeal  complication.  Xo  autopsy 
was  permitted.  At  one  time  he  had  advocated  operating  only 
when  there  was  much  adenoid  tissue  present,  but  to-day  he  be- 
lieved it  should  be  removed  whenever  there  was  sufficient  material 
of  this  kind  present  to  be  recognized.  This  was  especially  neces- 
sary from  the  standpoint  of  the  aurist.  English  aurists  were  in 
the  habit  now  of  making  an  application  of  iodine  or  other  astrin- 
gent to  the  nasopharynx  after  the  operation.  They  thought  it 
tended  to  prevent  a  recurrence. 

Dr.  M.  D.  Lederman  recalled  two  or  three  cases  in  which, 
relying  upon  examination  of  the  post-nasal  space  with  the  rhino- 
pharynx,  the  patient  was  compelled  to  sleep  sitting  up  in  a 
chair.  Several  attempts  were  made  to  remove  the  growths  under 
cocaine  anesthesia,  but  the  patient  resisted  so  violently  that  the 
operator  was  forced  to  discontinue  his  efforts.  The  patient  was 
apprehensive  and  extremely  nervous.  An  expert  gave  nitrous 
oxide  gas.  which  the  patient  took  very  badly,  then  ether  was  em- 
ployed. The  anesthetist  failed  to  get  him  thoroughly  under  the 
influence  of  ether,  as  the  patient  would  become  very  dark  and 
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purple  and  cease  to  breathe.  The  patient  was  placed,  face  down- 
wards, over  the  edge  of  a  table,  a  gag  was  introduced  and  the 
forceps  were  rapidly  introduced  two  or  three  times  and  with- 
drawn with  pieces  of  tissue  from  the  rhinopharynx.  Hemorrhage 
was  moderate.  The  patient  suddenly  stopped  breathing  and  be- 
came completely  relaxed.  Tracheotomy  was  performed,  artificial 
respiration  and  oxygen  gas  were  employed  diligently  for  more 
than  an  hour  without  any  revivifying  effect. 

He  knew  of  an  institution  in  which  a  great  many  adenoid 
operations  were  done  on  children,  and  done  very  rapidly  without 
anesthesia,  by  the  use  of  a  specially  devised  anteroposterior  cut- 
ting curette,  sharpened  especially  for  each  operation.  He  knew 
of  no  other  instrument  that  would  remove  such  large  masses  from 
the  nasopharynx.  Any  one  who  is  not  expert  both  with  the 
forceps  and  with  his  left  forefinger  should  not  introduce  forceps 
into  the  rhinopharynx.  If  the  forceps  were  used  without  the 
guidance  of  the  finger,  and  pieces  were  removed  and  then  ex- 
amined with  the  microscope,  it  would  be  found  that  many  of  these 
fragments  of  tissue  should  have  been  allowed  to  remain  in  their 
natural  position. 

Dr.  Sargent  F.  Snow.,  of  Syracuse,  said  that  he  had  used  the 
bromide  of  ethyl  in  fifteen  cases,  and  with  results  that  had  pleased 
him.  The  desired  anesthesia  had  been  induced,  and  the  patients 
had  been  awakened  promptly,  so  that  they  could  spit  out  the  blood. 
He  used  a  small  quantity  of  the  bromide  of  ethyl,  six  to  eight 
drachms,  taken  out  of  a  hermetically  sealed  tube. 

•  Dr.  S.  MacCuen  Smith,  of  Philadelphia,  said  he  had  used 
bromide  of  ethyl  in  two  or  three  cases,  and  in  each  one  it  had  been 
necessary  to  perform  artificial  respiration.  The  anesthetic  had 
been  administered  by  a  gentleman  familiar  with  its  use,  and  he 
had  given  it  for  Dr.  Montgomery,  on  whose  recommendation  Dr. 
Smith  had  tried  it.  He  had  had  some  experience  with  anesthesia 
induced  by  the  passage  of  oxygen  gas  through  chloroform.  So 
far  as  he  had  observed  its  effects,  they  had  been  excellent.  The 
color  of  the  patient  improves  under  its  action,  and  it  is  followed 
by  very  little,  nausea.  The  chief  objection  to  the  method  was  the 
expense. 

Dr.  T.  R.  Chambers,  of  Jersey  City,  said  that  he  had  found 
5  per  cent,  of  the  cases  among  children  did  not  require  anes- 
thesia at  all.  Chloroform  should  be  administered  with  a  mixture 
of  tact  and  time.  It  takes  about  fifteen  minutes  to  get  a  child 
properly  under  the  influence  of  chloroform,  minimizing  properly 
the  fear  and  shock.  Chloroform  was  the  only  anesthetic  that  he 
employed  in  these  cases,  and  he  gave  it  to  the  point  just  beyond 
what  is  described  as  surgical  anesthesia. 

Dr.  Halsted,  in  closing,  said  that  Dr.  Miles  had  well  covered 
the  ground  of  the  lack  of  value  to  be  placed  on  statistics  of  fatal- 
ities" from  anesthetics.  He  knew,  through  verbal  communica- 
tion, of  more  deaths  from  chloroform  in  this  operation  than  were 
recorded  in  all  American  literature.  He  believed  that  an  opera- 
tion of  any  kind  should  ever  be  done  under  primary  chloroform. 
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PAPER : 

CORNU   CUTANEUM   AURIS. 


BY    JOHN    C.    LESTER,    M.D. 


As  horny  excrescences  are  among  the  rarest  anomalies  of  the 
skin,  Hebra  being  able  to  report  only  three  of  these  cases,  the 
report  of  a  remarkable  growth  of  this  nature  attached  to  the 
middle  and  outer  portion  of  the  pinna  cannot  fail  to  be  of  interest. 

A  careful  review  of  dermatological  literature  has  failed  to  dis- 
close any  reference  to  tumors  of  this  nature  having  their  at- 
tachment to  any  portion  of  the  external  ear.  Their  usual  site  is 
the  nose  or  its  immediate  neighborhood. 

Prof.  W.  H.  Pancoast1  has  reported  a  remarkable  case  of 
multiple  horny  growths  of  this  kind  attached  to  the  nose.  Pierce 
Gould-  has  also  reported  the  history  of  excrescences  of  lesser 
magnitude  and  multiple  attached  to  the  penis. 

While  it  is  a  fact  that  these  growths  may  appear  anywhere 
on  the  body  they  are  rarely  found  except  on  the  face  and  on  the 
penis. 

In  the  various  works  on  the  ear  in  which  other  neoplasms  are 
referred  to,  as  occurring  with  more  or  less  frequency,  including 
cystomata,  fibromata,  epitheliomata,  keloids,  etc.,  no  reference 
has  been  made  to  this  form  of  outgrowth.  According  to  our  best 
authorities  horny  growths  may  assume  any  shape.  They  may 
be  straight  or  curved,  but  are  apt  to  be  twisted  in  various  direc- 
tions. The  external  surface  is  usually  hard,  wrinkled  and  fis- 
sured. At  their  attachment  at  the  base  they  assume  more  the 
consistence  and  appearance  of  the  tissues  to  which  they  are  at- 
tached, in  contradistinction  to  the  horny  growths  normally  be- 
longing to  the  animal  creation.  This  assumption  of  the  soft  con- 
sistency of  the  tissues  to  which  these  growths  are  attached  is 
gradual,  and  not  abrupt.  This  was  particularly  so  in  the  case 
to  be  reported.  In  this  case,  also,  the  horny  growth  was  single, 
and  not  multiple. 

Boettge's  case  had  multiple  horns  on  the  face — the  man  six, 

1  Shoemaker,  "Diseases  of  the  Skin,"  Page  349. 

'■''•Report  on  Horny  Growths  of  the  Penis,"  Medical  and  Sttrgical 
Reporter,  March  10,  1887. 
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and  the  girl,  besides  the  facial  growths,  had  several  on  the  lower 
portion  of  the  body. 

Age  seems  to  play  an  important  role  in  the  etiology  of  these 
cases,  a>  they  are  more  frequently  found  among  those  advanced 
in  years,  and  in  cast's  so  far  reported  a  far  greater  proportion 
of  males  seem  to  be  tints  afflicted. 

<  >n  January  12,  [900,  Richard  EC.,  aged  fifty-eight,  by  occupa- 
tion a  plumber,  presented  himself  at  St.  Bartholomew's  Clinic 
for  treatment,  and  gave  the  following  histor)  :  \bout  six  months 
ago  noticed  a  small  pimple  on  the  external  border  of  the  left 
ear,  which  had  grown  steadily  since  that  time:  has  had  severe 
headaches;  ear  was  never  injured;  no  history  of  constitutional 
taint  of  any  kind;  has  never  had  any  warty  growths  on  other 
portions  of  the  body;  has  always  been  temperate,  and  enjoyed 
good  health,  with  the  exception  of  a  chronic  bronchitis;  has  had 
chronic  middle-ear  suppuration  of  both  cars,  and  hearing-  power 
was  found  to  be  much  reduced;  both  ears  were  severely  frozen 
during  service  in  the  army  ;  no  hereditary  history. 

Examination  of  the  left  ear  revealed  the  following  condi- 
tion : 

Attached  to  the  upper  half  n\  the  left  ear  was  a  horny  excres- 
cence, measuring  in  length  a  little  over  t!4  inches,  and  in  width 
at  its  base  I  inch.  The  attachment  includes  at  its  base,  as  will  be 
seen  by  the  plaster  cast,  the  helix,  folia  of  the  helix  and  anti-helix. 
In  shape  it  resembled  a  pyramid  slightly  twisted  upon  itself,  with 
the  apex  turned  toward  the  head.  The  distal  end  was  found 
to  be  peculiarly  scptare  and  blunt.  This  was  due  to  the  fact  that 
a  portion  had  been  cut:  off  by  the  patient  with  a  pair  of  ordinary 
shears  just  five  weeks  prior  to  examination.  According  to  the 
patient's  testimony,  since  he  excised  the  tip  the  growth  had  rap- 
idly increased  in  size.  A  second  attempt  was  made  to  excise 
another  portion,  but  unsuccessfully,  owing,  as  stated,  to  the  hard- 
ness of  the  tumor.  The  growth  at,  and  near  its  base  was  soft  and 
spongy,  and  its  fleshy  characteristics  extended  to  about  '4  inch 
from  point  of  attachment. 

Almost  the  entire  cartilaginous  portion  of  the  ear  on  further 
examination  was  found  to  be  practically  ossified,  being  very 
rigid  and  having  a  bony  feel,  no  amount  of  force  used  causing  the 
slightest  change  in  the  conformation  of  this  structure.  The  ear 
was  loosely  attached  to  the  head,  and  was  otherwise  normal. 

Immediate  removal  was  advised,  audi  was  accomplished  in  an 
unexpected  manner.     The  growth  came  away  (-;/  masse,  with  the 
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hardened  matrix  of  the  plaster  cast,  and  this  will  explain  the 
fact  that  no  photograph  was  obtained  of  the  growth  in  situ. 
Hemorrhage  was  severe,  necessitating  the  use  of  ligatures,  and 
the  immediate  closure  of  the  irregularly  depressed  wound  by  sev- 
eral sutures.  The  wound  healed  by  granulation  after  a  period  of 
two  weeks.  The  point  of  attachment  was  cauterized  a  few  times 
by  c.  p.  nitric  acid,  and  the  subsequent  history  of  the  case  was 
uneventful.  As  will  be  seen  by  the  photograph  which  accom- 
panies this  article  the  patient  has  now  entirely  recovered,  there 
being  no  trace  of  the  growth  at  the  point  of  attachment,  and  no 
apparent  tendency  to  redevelopment  of  a  similar  structure  on  the 
auricle. 

The  points  of  interest  in  this  case  are: 

The  uncommon  location  of  the  growth. 

The  history  of  the  case,  having  had  chronic  middle  ear  sup- 
puration of  the  affected  ear,  and  also  history  of  severe  freezing 
of  the  auricle. 

The  rapidity  of  growth  after  excision  of  tip. 

The  age  and  sex  of  the  patient. 

The  accidental  removal  en  masse. 

The  severe  hemorrhage  following  removal,  necessitating  liga- 
ture of  the  larger  blood  vessels. 

The  ossification  of  the  auricular  cartilage,  and 

The  complete  and  apparently  permanent  recovery. 


Appearance  of  ear  after  operation,  showing  complete  recovery 
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OBITUARY. 


DR.    MAX    THORNER. 


On  August  28,  [899,  not  only  his  friends,  but  the  whole  med- 
ical profession  and  entire  community  in  which  he  lived,  were  pain- 
fully shocked  at  the  untimely  and  sudden  death  of  our  fellow- 
member,  Dr.  Max  Thorner.  The  dreaded  messenger  came  with 
the  summons  without  a  moment's  warning,  and  departed  as 
quickly  with  all  that  was  immortal  of  Dr.  Thorner. 

Two  days  previous  to  the  fatal  hour  he  had  returned  from  a 
pleasant  and  beneficial  vacation,  full  of  vigor,  hope  and  energy. 
(  )n  the  very  afternoon  preceding  the  fatal  hour  he  remarked,  in 
his  usual  cheerful  manner,  to  a  friend,  that  his  vacation  had  given 
him  a  new  lease  of  life.  He  also  spoke  freely  of  his  future  plans, 
which  were  full  of  hope  and  ambition. 

Dr.  Thorner  was  born  April  _\  [859,  at  Geestememde,  Ger- 
many. His  father  was  an  enterprising  merchant  and  a  man  of 
strong  qualities  of  character.  Dr.  Thorner  received  his  education 
in  the  universities  of  Heidelberg,  Leipsig  and  Munich.  From  the 
latter  institution  he  graduated,  taking  the  degrees  of  A.M.  and 
M.D. 

1  lis  intention  during  the  earlier  part  of  his  career  as  a  student 
of  medicine  was  to  make  obstetrics  his  life  work.  He  l>egan  the 
practice  of  medicine  in  1882  in  Bavaria.  After  practicing  a  short 
while  he  gave  up  general  practice,  and  with  it  his  ambition  to 
do  obstetrical  work,  and  decided  to  enter  a  field  of  special  med- 
icine which  offered  very  inviting  opportunities,  and  which  he  felt 
was  more  in  keeping  with  his  adaptability  to  the  work. 

He  went  to  Vienna,  and  began  his  life  work  at  once — the  study 
of  laryngology  and  otology.  After  more  than  a  year  of  indus- 
trious application  in  the  I'niversity  Policlinik.  as  well  as  in 
private  sources,  he  went  to  London.  In  London  he  took  up  the 
study  of  laryngology  with  Sir  Morrell  McKenzie.  The  amount 
of  knowledge  and  skill  acquired  at  Vienna  gained  for  him  the 
early  recognition  of  his  abilities  by  his  distinguished  preceptor, 
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who  made  him  his  clinical  assistant.     This  position  he  held  for 
nearly  a  year. 

In  1885  Dr.  Thorner  came  to  Cincinnati,  where  he  remained 
until  his  death.  His  career  in  Cincinnati  was  a  most  remark- 
able example  of  what  courage,  assiduous  application,  and  inde- 
fatigable industry  can  accomplish.  A  conscientious  and  painstak- 
ing man,  he  did  thoroughly  all  he  undertook.  Although  having  t<  1 
combat  the  difficulties  of  learning  a  new  language,  and  to  adapt 
himself  to  the  customs  of  a  new  people  and  the  environments 
of  a  strange  land,  he  forced  his  way  on  to  success  with  extraor- 
dinary rapidity. 

During  his  life  in  Cincinnati  he  held  many  positions  of  honor 
and  responsibility,  which  he  most  capably  and  creditably  filled. 
He  was  president  of  the  Cincinnati  Medical  Society  for  one  year. 
He  was  Larvngologist  and  Aurist  to  the  Cincinnati  and  Jewish 
Hospitals,  and  Professor  of  Clinical  Laryngology  and  Otology  in 
the  Cincinnati  College  of  Medicine  and  Surgery.  He  was  a  mem- 
ber of  the  Ohio  State  Medical,  and  American  Laryngological, 
Rhinological,  and  Otological  Association,  and  ex-president  of  its 
central  section ;  also,  of  the  American  Laryngological  Association. 

It  would  be  pre-eminently  unjust  to  attempt  even  a  brief 
sketch  of  the  character  of  Dr.  Thorner,  without  alluding  to  his 
moral  attributes.  The  most  characteristic  feature  of  his  varied 
activities  was  his  high  sense  of  honor  and  sincerity,  which  was 
the  offspring  as  much  of  a  moral  as  of  a  mental  purpose.  This 
characteristic  was  with  him  as  a  student,  and  led  him  on  to  a  large 
acquisition  of  medical  knowledge;  it  was,  in  fact,  the  dominant 
trait  throughout  his  whole  life. 

As  a  student  he  possessed  the  power  of  close  application, 
coupled  with  indefatigable  industry.  x\s  a  practitioner  he  was 
pre-eminently  successful.  His  mind  was  logical,  and,  if  presented 
with  the  problems  of  a  difficult  case,  although  avowing  the  neces- 
sity of, reserve  in  predicting  results,  he  seemed  to  entirely  appre- 
hend, with  almost  unerring  accuracy,  every  detail. 

As  a  teacher  he  was  always  successful.  Free  from  thoughts 
of  self,  with  the  sole  purpose  of  instructing,  his  mind  dwelt  only 
on  the  subject  and  the  best  method  of  presenting  it,  and  without 
attempt  at  oratorical  display,  he  taught  from  the  fulness  of  ripened 
and  matured  knowledge. 

In  the  medical  society,  whilst  displaying  a  warm,  active  and 
shrewd  perception  of  the  various  subjects  presented,  yet  it  was 
with  perfect  candor  and  profound  courtesy  that  he  participated  in 
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the  various  discourses.  Although  wonderfully  patient  with  hon- 
est ignorance,  he  was  positively  intolerant  of  anything  that  per- 
tained to  charlatanry  or  imposture. 

As  a  writer,  Dr.  Thorner  possessed  a  style  that  was  peculiarly 
agreeable.  1 J  is  unerring  sense  of  truth  gave  to  his  writings  a 
value  which  has  placed  them  with  the-  best. 

Whilst  a  most  successful  physician,  and  the  recipienl  of  many 
well-merited  honors,  he  was  always  sensitive,  modest  and  unas- 
suming. With  a  manly  sturdiness  he  met  and  solved  the  varying 
problems  of  life. 

As  a  friend  he  was  the  embodiment  of  fidelity.  He  always 
met  with  a  quiet  responsiveness  the  appeals  of  his  friends,  with 
no  desire  for  recompense  other  than  the  happiness  which  such 
responses  gave  his  noble  heart. 

Of  him  it  may  be  truly  said,  in  the  oft-repeated  words : 

"I  [is  life  was  gentle  and  the  elements 
So  mixed  in  him  that  Nature  might  stand  up 
And  say  to  all  the  world — This  was  a  man." 

In  the  death  of  Dr.  Thorner  the  society  has  lost  a  ripe  scholar, 
an  eminent  physician  and  a  faithful  fellow. 

Allen  Bextox  Thrasher. 
Thomas  Vaxiiook  Fitzpatrick. 


The  Fellows  of  the  American  Laryngological,  Rhinological, 
and  Otological  Society,  now  assembled  at  their  annual  meeting 
in  this  "City  of  Brotherly  Love,"  desire  unanimously  to  express 
their  regret  at  the  severe  loss  which  science  has  sustained  in 
the  death  of  so  eminent  a  man  as  the  late  Dr.  William  MacNeill 
Whistler.  Among  laryngologists  his  name  has  long  been  a  house- 
hold word,  and  is  now  known  in  every  language  in  which  our 
own  particular  branch  of  medical  science  is  taught. 

The  A.  L.  R.  O.  S.  mourn  him  not  only  as  one  of  their  mem- 
bers, but  also  as  a  fellow-countryman,  an  honored  student  and 
graduate  of  the  University  of  Pennsylvania.  They  remember 
Kim  with  pride  as  one  of  the  Americans  who,  in  other  lands  than 
their  own,  have  carved  out  for  themselves  high  niches  in  the 
temple  of  Fame:  and  that  he  did.  this  in  unwearying  and  pains- 
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taking  effort  in  pursuit  of  the  science  to  which  he  had  devoted 
his  many-sided  and  gifted  life. 

With  sorrow  for  his  death  and  deep  sympathy  for  his  family 
in  this  severest  of  all  bereavements,  the  fellows  extend  their 
kindliest  greetings. 

Price  Browx. 


IN    MEMORIAM. 


Whereas:  In  the  death  of  Dr.  Woolsey  Hopkins,  which  oc- 
curred in  the  month  of  January,  1900,  the  society  lost  one  of  its 
loved  and  respected  fellows. 

Be  It  Resolved,  That  the  American  Laryngological,  Rhinolog- 
ical, and  Otological  Society  hereby  expresses  its  grief  in  the  un- 
timely loss  of  such  an  efficient  fellow,  and  that  a  copy  of  the 
resolution  be  spread  upon  the  minutes  of  this  meeting. 

James  B.  Clemens. 

New   York  City,  January  15,   iqoi. 


Sixth  Annual  Meeting.  "•"' 


SIXTH    AXXl'AL    MEETING. 


Sixth  Annual  Meeting  of  the  American  Laryngological,  Rhin- 
ological  and  Otological  Society  convened  at  the  College  of  Phys- 
icians, Thirteenth  and  Locust  streets,  Philadelphia,  Pa.,  May  31, 
June  1  and  2,  1900. 

The  Society  was  called  to  order  at  3  P.  M..  May  31st,  by  the 
President,  D.  Braden  Kyle.  There  were  present  during  the  ses- 
sions the  following  Fellows : 

D.  Braden  Kyle,  M.D.,  Philadelphia,  Pa. 
Robert  C.  Myles,  M.D.,  New  York  City. 
W.  H.  Daly,  M.D.,  Pittsburg,  Pa. 
Wendell  C.  Phillips,  M.D.,  New  York  City. 
Price  Brown,  M.D.,  Toronto,  Can. 
Norval  H.  Pierce,  M.D.,  Chicago,  111. 

M.  D.  Lederman,  M.D.,  New  York  City. 
Fred'k  G.  Cobb,  M.D.,  Boston,  Mass. 
Sargent  F.  Snow,  M.D.,  Syracuse,  N.  Y. 
Thomas  H.  Halsted,  M.D.,  Syracuse,  N.  Y. 
Ralph  W.  Seiss,  M.D.,  Philadelphia,  Pa. 
R.  L.  Van  Sant,  M.U.,  Philadelphia,  Pa. 
J.  H.  Rae,  M.D.,  Louisville,  Ky. 
Thomas  R.  Pooley,  M.D.,  New  York  City. 
John  C.  Lester,  M.D.,  Brooklyn,  N.  Y. 
Joseph  A.  White,  M.D.,  Richmond,  Va. 

E.  Holt,  M.D.,  Portland,  Maine. 
Joseph  F.  Gibb,  M.D.,  Philadelphia,  Pa. 
Ewing  W.  Day,  M.D.,  Pittsburg,  Pa. 
Walter  J.  Freeman,  M.D.,  Philadelphia,  Pa. 
Lewis  C.  Cline,  M.D.,  Indianapolis,  Ind. 

T.  V.  Fitzpatrick,  M.D.,  Cincinnati,  Ohio. 
Francis  J.  Quinlan,  M.D.,  New  York  City. 
John  T.  Woodward,  M.D.,  Norfolk,  Ya. 
J.  E.  Shepard,  M.D.,  Brooklyn,  N.  Y. 
G.  Hudson  Makuen,  M.D.,  Philadelphia.  Pa. 
J.  A.  Stucky,  M.D.,  Lexington,  Ky. 
J.   F.   MacKernon,  M.D.,   New  York   City. 
J.  B.  Clemens,  M.D.,  New  York  City. 
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S.  MacCuen  Smith,  M.D.,  Philadelphia,  Pa. 

Arthur  G.  Root,  M.D.,  Albany,  N.  Y. 

George  L.  Richards,  M.D.,  Fall  River,  Mass. 

N.   L.  Wilson,   M.D.,  Elizabeth,   N.  J. 

Irving  R.  Kimball,  M.D.,  Portland,  Maine. 

M.  R.  Ward,  M.D.,  Pittsburg,  Pa. 

Frederick  T.  Rogers,  M.D.,   Providence,  R.   I. 

George  C.  Stout,  M.D.,  Philadelphia,  Pa. 

Charles  W.  Richardson,  M.D.,  Washington,  D.  C. 

C.  P.  Linhart,  M.D.,  Columbus,  Ohio. 

F.  H.  Koyl,  M.D.,  Hornelisville,  N.  Y. 

Otto  Joachim,  M.D.,  New  Orleans,  La. 

Charles  P.  Grayson,  M.D.,  Philadelphia,  Pa. 

Edward  Fridenberg,  M.D.,  Xew  York  City. 

Charles  M.  Cox,  M.D.,  Brooklyn,  N.  Y. 

E.  B.  Dench,  M.D.,  New  York  City. 

Bernard  Berens,  M.D.,  Philadelphia,  Pa. 

Joseph  M.  Douthett,  M.D.,  Pittsburg,  Pa. 

John  S.  Mahon.  M.D.,  Pittsburg,  Pa. 

On  motion  the  courtesies  were  extended  to  Dr.  J.  Solis- 
Cohen,  of  Philadelphia;  Dr.  Thomas  J.  Harris,  N.  Y. ;  Dr.  Wil- 
liam H.  Dudley,  East  Pennsylvania ;  Dr.  F.  H.  Farrell,  of 
Utica.  N.  Y. ;  Dr.  Alexander  MacCoy,  Philadelhia ;  Dr.  P.  S. 
Donnellan,  of  Philadelphia,  Pa. ;  Dr.  Charles  E.  Sajous,  Phila- 
delphia. Pa. ;  Dr.  T.  R.  Chambers,  of  Jersey  City,  and  Dr. 
Alexander  Randall,  of  Philadelphia,  Pa. 

After  the  calling  of  the  roll  the  President,  Dr.  D,  Braden 
Kyle,  delivered  the  annual  address. 

The  exhibition  of  cases  and  presentation  of  instruments  then 
took  place,  followed  by  the  papers  appointed  for  the  morning. 

Second  Day — Friday,  June  i,  1900. 
Executive  Session. 

The  election  of  Fellows  being  in  order,  the  Secretary  read  the 
list  of  candidates  approved  by  the  Council. 

William  L.  Ballenger,  M.D.,  Chicago,  proposed  by  Dr.  M.  A. 
Goldstein ;  Conrad  Berens,  M.D.,  Philadelphia,  proposed  by  Dr. 
J.  H.  Makuen  and  Dr.  D.  Braden  Kyle ;  Peter  V.  Burnett.  M.D., 
Brooklyn,  proposed  by  Dr.  Robert  C.  Myles  and  Dr.  J.  E.  Shep- 
pard ;  Talbot  R.  Chambers,  Jersey  City,  proposed  by  Dr.  Norton 
L.  Wilson  and  Dr.  Walter  Johnson ;  William  E.  Chenery,  M.D., 
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Boston,  proposed  by  Frederick  L.  Jack;  Cornelius  G.  Coakley, 
M.D.,  New  York  City,  proposed  by  Dr.  Robert  C.  Mylex  and 
Wendell  C.  Phillips;  Theodore  W.  Corwin,  M.D.,  Newark,  X.  J., 

proposed  by  Dr.  Norton  L.  Wilson  and  Dr.  Robert  ( '.  Myles; 
P.  D.  Donnellan,  M.D.,  Philadelphia,  proposed  by  Dr.  D.  Braden 
Kyle  and  Dr.  G.  Hudson  Makuen;  William  H.  Dudley.  M.D., 
Easton,  proposed  by  Dr.  James  F.  McKernon  and  Dr.  Wendell 

C.  Phillips;  William  Frederick  Dudley,  M.D.,  Brooklyn,  pro- 
posed by  Robert  C.  Myles  and  Dr.  J.  E.  Sheppard ;  Wells  P. 
Eagleton,  M.D.,  Newark,  X.  J.,  proposed  by  Dr.  Norton  L.  Wil- 
son and  Dr.  Robert  C.  Myles;  Thomas  II.  Farrell,  M.D.,  Utica, 
proposed  by  Dr.  Robert  C.  Myles  and  Dr.  Wendell  C.  Phillips ; 
Thomas  J.  Gallagher,  M.D.,  Denver,  proposed  by  Dr.  T.  E. 
Christy  and  Dr.  S.  E.  Solly;  W.  P.  Goff,  M.D.,  Clarksburg,  pro- 
posed by  Dr.  G.  Braden  Kyle  and  G.  Hudson  Maknen :  L.  B. 
Grady,  M.D.,  Nashville,  proposed  by  Dr.  J.  A.  Stucky  and  Dr. 
1).  Braden  Kyle;  Thomas  J.  Harris,  M.D.,  New  York  City,  pro- 
posed by  Dr.  Robert  C.  Myles  and  Dr.  Wendell  C.  Phillips ; 
Henry  Jasper  Hartz,  M.D.,  Detroit,  proposed  by  Dr.  Walter  J. 
Freeman ;  William  R.  Hoch,  M.D.,  Philadelphia,  proposed  by 
Dr.  Braden  Kyle  and  Dr.  J.  Hudson  Makuen ;  Christian  R. 
Holmes,  M.D.,  Cincinnati,  proposed  by  Dr.  M.  A.  Goldstein ;  F. 

E.  Hopkins,  San  Francisco,  proposed  by  Dr.  James  F.  McKernon 
and  Dr.  D.  Braden  Kyle ;  Heber  N.  Hoople,  Brooklyn,  proposed 
by  Dr.  Robert  C.  Myles  and  Dr.  J.  E.  Sheppard;  John  M.  Inger- 
soll,  M.D.,  Cleveland,  proposed  by  Dr.  Ralph  J.  Wenner;  George 

F.  Keiper,  M.D.,  LaFayette,  proposed  by  Dr.  Robert  C.  Myles  and 
L.  C.  Cline;  Thomas  F.  Keller,  M.D.,  Tiffin,  proposed  by  Dr. 
O.  H.  Jackson  and  George  L.  Richards ;  William  Howard  King, 
M.D.,  Philadelphia,  proposed  by  Dr.  D.  Braden  Kyle  and  Dr. 
J.  Hudson  Makuen;  William  R.  Lincoln,  M.D.,  Cleveland,  pro- 
posed by  Dr.  Ralph  J.  Wenner;  John  B.  Lowman,  M.D.,  Johns- 
town, Pa.,  proposed  by  D.  Braden  Kyle  and  Dr.  J.  Hudson  Ma- 
kuen; Stephen  H.  Lutz,  M.D.,  Brooklyn,  proposed  by  Dr.  Wen- 
dell C.  Phillips  and  J.  E.  Sheppard;  Alexander  MacCoy,  M.D., 
Philadelphia,  proposed  by  Dr.  D.  Braden  Kyle  and  Dr.  G.  Hud- 
son Makuen;  James  F.  McCaw,  M.D.,  Watertown,  proposed  by 
Dr.  Wendell  C.  Phillips  and  Henry  A.  Alderton ;  Charles  F.  Mc- 
Gahan,  M.D.,  Aiken.  S.  C,  proposed  by  Dr.  S.  E.  Solly;  Gilbert 

D.  Murray,  M.D.,  Scranton,  Pa.,  proposed  by  Dr.  Wendell  C. 
Phillips  and  Dr.  Eugene  Yansant;  James  P.  O'Kelley,  M.D., 
New  Orleans,  proposed  by  Dr.  Robert  C.  Myles  and  Dr.  Joachim  : 
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John  Y.  Oldham,  M.D.,  Lexington,  proposed  by  Dr.  J.  A.  Stucky 
and  Dr.  D.  Braden  Kyle ;  Seymour  Oppenheimer,  New  York 
City,  proposed  by  Dr.  Robert  C.  Myles  and  Dr.  Wendell  C.  Phil- 
lips; Francis  R.  Packard,  M.D.,  Philadelphia,  proposed  by  Dr.  D. 
Braden  Kyle  and  Dr.  G.  Hudson  Makuen ;  LaFayette  Page, 
M.D.,  Indianapolis,  proposed  by  Drs.  Robert  C.  Myles  and 
L.  C.  Cline;  Charles  E.  Sajous,  M.D.,  Philadelphia,  proposed  by 
Dr.  D.  Braden  Kyle  and  Dr.  Wendell  C.  Phillips ;  Otto  J.  Stein, 
M.D.,  Chicago,  proposed  by  M.  A.  Goldstein ;  J.  B.  Stone,  M.D., 
New  York  City,  proposed  by  J.  F.  McKernon  and  Dr.  Wen- 
dell C.  Phillips;  Clement  F.  Theisen,  Albany,  X.  Y.,  proposed 
by  O.  H.  Jackson  and  Dr.  George  L.  Richards ;  David  Thor- 
burn,  M.D.,  Toronto,  proposed  by  Dr.  Wendell  C.  Phillips ;  James 
Sears  Waterman,  Brooklyn,  proposed  by  Dr.  James  F.  McKernon 
and  Dr.  Wendell  C.  Phillips ;  David  g'  Wishart,  M.D.,  Toronto, 
proposed  by  Robert  C.  Myles ;  Jonathan  Wright,  M.D., 
Brooklyn,  proposed  by  Dr.  Robert  C.  Myles  and  Dr.  J.  E.  Shep- 
pard. 

On  motion  the  Secretary  cast  a  ballot  for  the  list  of  names  as 
read,  and  they  were  declared  elected  to  membership. 


Third  Day — Saturday,  June  3,  1900.  at  10  A.  M. 

Executive  Session. 

The  minutes  covering  the  proceedings  of  the  Fifth  Annual 
Meeting  were  read  and  approved.  The  reports  of  the  Secretary 
and  Treasurer  were  then  read  and  approved. 

Report  of  Secretary. 

Your  Secretary  takes  pleasure  in  presenting  to  the  Society  a 
copy  of  the  Sixth  Annual  Transactions. 

Those  elected  to  active  membership  in  the  Society  at  the  last 
annual  meeting  have  duly  qualified,  with  six  exceptions. 

The  Society  has  lost  by  death  three  of  its  members :  Dr.  Max 
Thorner,  Cincinnati,  Ohio ;  Dr.  Woolsey  Hopkins,  of  New  York, 
and  Dr.  McNeill  Whistler,  of  London,  England.  Our  member- 
ship is  now,  with  the  newly  elected  members,  176. 
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'treasurer's  Report. 

Balance  Erom  1899  account  $245.07 

Amount  from  dues  787.50 

$1,032.57 

Less  the  audited  account   455I5 


Balance  to  credit    $577.42 

Due   from   members    $670.00 

The  President  appointed  on  the  Auditing  Committee:  Dr. 
Price  Brown,  Toronto ;  Dr.  J.  R.  Wilson,  of  Elizabeth,  N.  J. ;  Dr. 
M.  R.  Ward,  of  Pittsburg. 

The  President  appointed  the  following"  gentlemen  on  the 
Nominating  Committee:  Dr.  Wendell  C.  Phillips,  of  New  York; 
Dr.  M.  R.  Wrard,  of  Pittsburg;  Dr.  Charles  WT.  Richardson,  of 
Washington,  D.  C. ;  Dr.  J.  A.  Stucky,  of  Lexington,  Ky.,  and  Dr. 
Price  Brown,  of  Toronto. 

This  Society  then  proceeded  to  the  reading  of  the  papers  ap- 
pointed for  the  morning. 

On  motion,  Dr.  Joseph  B.  Clemens,  of  New  York,  and  Dr. 
Price  Brown,  of  Toronto,  were  appointed  as  a  committee  to  draft 
resolutions  on  the  death  of  Dr.  Woolsey  Hopkins  and  Dr.  Mac- 
Neill  Whistler. 

Dr.  N.  H.  Wilson  reported  for  the  Auditing  Committee  that 
the  receipts  had  amounted  to  $1,032.57,  and  the  expenditures  to 
$455.15,  leaving  a  cash  balance  of  $577.42.  The  committee  also 
reported  that  they  had  examined  the  accounts  of  the  Treasurer, 
and  had  found  the  same  correct. 

On  motion,  the  report  was  accepted. 

The  Nominating  Committee  then  presented  its  report. 

President — Dr.  Robert  C.  Myles. 

Vice-Presidents — 

Eastern  Section — W.  Scott  Rennes,  of  Buffalo,  N.  Y. 
Middle  Section — N.  H.  Pierce,  of  Chicago,  111. 
Southern  Section — J.  A.  White,  of  Richmond,  Va. 
Western  Section — J.  O.  McReynolds,  of  Dallas,  Tex. 

Secretary — Dr.  Wendell  C.  Phillips,  of  New  York. 

Treasurer — Dr.  Ewing  W.  Day,  of  Pittsburg,  Pa. 

Council — Drs.  D.  Braden  Kyle,  of  Philadelphia ;  S.  F.  Solly, 
of  Colorado  Springs,  Colo. ;  W.  H.  Daly,  of  Pittsburg,  Pa. ;  Price 
Brown,  of  Toronto.  Canada ;  J.  B.  Clemens,  of  New  York ;  C.  W. 
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Richardson,  of  Washington,  D.  C. ;  Frederick  C.  Cobb,  of  Boston, 
Mass. 

The  Committee  on  Nominations  reported  the  following  names 
for  the  Library  and  Publication  Committee : 

Library  Committee. — H.  H.  Curtis,  M.D. 

G.  Hudson  MaKuen,  M.D. 
A.  B.  Duel,  M.D. 
H.  W.  Loeb,  M.D. 
T.  J.  Harris,  M.D. 

Sub-Committee  on  Publication. — T.  J.  Harris,  M.D. 

A.  B.  Duel,  M.D. 
G.  Hudson  Makuen,  M.D. 

On  motion,  the  report  of  the  Nominating  Committee  was  ac- 
cepted. Dr.  Phillips  spoke  for  the  Nominating  Committee,  and 
said  that  it  seemed  fitting  that  the  Society  should  show  its  ap- 
preciation of  the  successful  labor  of  Dr.  Robert  C.  Myles  as 
Secretary  for  the  past  six  years,  as  well  as  for  his  high  scientific 
attainments,  by  electing  him  to  its  highest  office.  On  motion  by 
Dr.  C.  W.  Richardson,  Dr.  Myles  was  unanimously  elected  by  a 
rising  vote. 

Dr.  Myles  responded  with  a  few  words  of  appreciation,  and 
also  said :  "I  see  before  me  in  this  Society  the  home  and  refuge 
of  every  honest,  earnest  worker  in  the  departments  of  the  nose, 
throat  and  ear.  A  large  membership,  planned  on  these  broad 
lines,  will  prove  an  incentive  to  excellent  work.  Let  me  thank 
you  for  the  nomination." 

On  motion,  the  Secretary  was  instructed  to  cast  a  ballot  for 
the  remainder  of  the  candidates  and  they  were  duly  declared 
elected. 

At  the  recommendation  of  the  Council  the  Society  unanimous- 
ly adopted  the  following  By-Law : 

"All  members  who  are  two  years  in  arrears  for  dues  shall  be 
dropped  from  the  roll  of  membership  after  having  received  a 
sixty  days'  notice  to  that  effect,  if  payment  is  not  made." 

On  motion  it  was  voted  that  notice  of  the  passage  of  this 
By-Law  be  printed  and  sent  to  all  the  members  of  the  Society. 

On  motion  the  following  amendment  to  the  Constitution  was 
proposed,  to  be  acted  upon  at  the  next  annual  meeting : 

"All  candidates  for  admission  to  the  Society  be  required  to 
present  a  thesis,  when  requested  by  the  Council,  and  also,  if  so 
desired  by  the  Council,  such  thesis  shall  be  read  before  the  gen- 
eral session  or  before  the  section  in  which  the  candidate  resides." 
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On  motion  the  following  amendment  to  the  By-Laws  was 
adopted : 

"The  reading  of  no  single  thesis  shall  occupy  more 
than  twenty  minutes. 

"In  the  discussion  no  member  shall  speak  for  more  than  five 
minutes,  unless  the  time  be  extended  by  a  vote  of  the  members 
present." 

On  motion  the  Secretary  was  requested  to  embody  in  the  an- 
nual notices  of  the  meetings  a  request  for  members  to  present  new 
instruments  and  pathological  specimens. 

At  the  conclusion  of  the  scientific  session  Dr.  Charles  W. 
Richardson  moved  a  vote  of  thanks  to  the  retiring  President  for 
his  courtesy  in  presiding  and  for  his  hospitality,  and  also  to  the 
members  of  the  medical  profession  of  Philadelphia  generally  for 
their  hospitality.     Seconded  and  carried   unanimously. 

Drs.  Cline  and  Rogers  were  appointed  a  committee  to  escort 
the  newly  elected  President  to  the  Chair. 

There  being  no  further  business.  Dr.  Myles,  the  President, 
declared  the  Society  adjourned  at  1.15  P.  M. 
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FELLOWS. 
Elected. 

898.  Abrams,  Alva  B.,78  High  St.,  Hartford,  Conn. 

895.  Adams.  John  L.,  24  East  46th  St.,  New  York  City. 

898.  Alderton,  Henry  A.,  194  Joraleinon  St.,  Brooklyn.  N.  Y. 
895.  Arnold,  J.  Dennis,  1296  Van  Ness  Ave.,  San  Francisco,  Cal. 

899.  Atkinson,  William  J.,  Paterson,  N.  J. 

900.  Ballenger,  William  Lincoln.  100  State  St.,  Chicago,  111. 

895.  Bartlett,  Edwin  W.,  422  Jefferson  St.,  Milwaukee,  Wis. 

896.  Battle,  S.  Westray,  13  Church  St..  Asheville,  N.  C. 
895.  Berens,  Bernard,  2041  Chestnut  St.,  Philadelphia,  Pa. 
900.  Berens,  Conrad,  1707  Arch  St.,  Philadelphia,  Pa. 

895.  Berens,  T.  Passmore,  101  Park  Ave.,  New  York  City. 
899.  Black,  James  A.,  406  Sutter  St.,  San  Francisco,  Cal. 

898.  Braislin,  W.  C,  217  St.  James  Place,  Brooklyn,  N.  Y. 

899.  Brandegee,  William  P.,  17  West  46th  St.,  New  York  City. 

896.  Brown,  Lenox,  London,  Eng. 

898.  Brown,  Price,  Toronto,  Ontario,  Can. 

897.  Bulette,  Wilbur  W.,  Pueblo,  Colo. 

000.  Burnett,  Peter  Valentine,  170  Keap  St.,  Brooklyn,  N.  Y. 

895.  Calhoun,  A.  W.,  Atlanta,  Ga. 

900.  Chambers,  Talbot  R.,  490  Jersey  Ave.,  Jersey  City,  N.  J. 
895.  Chapman.  S.  Hartwell,  193  Church  St.,  New  Haven,  Conn. 
895.  Cheatham,  William,  303  W.  Chestnut  St.,  Louisville,  Ky. 
900.  Chenerey,  William  Elisha,  415  Columbus  Ave.,  Boston,  Mass. 

V895.  Chrfetyt  T-.'  Cttalffters,  717  Westinghouse  Bldg.,  Pittsburg,  Pa. 

895.  Clemens,  James  B.,  19  East  38th  St.,  New  York  City. 

896.  Cline,  Lewis  C,  Willougl.by  Bldg.,  Indianapolis,  Ind. 

899.  Clough,  Herbert  L.,  Bangor,  Maine. 

897.  Cobb,  Frederick  C,  11  Marlboro,  Boston,  Mass. 

900.  Coakley,  Cornelius  G.,  11  W.  45th  St.,  New  York  City. 
895.  Coffin,  Lewis  A.,  145  West  12th  St.,  New  York  City. 

895.  Coggeshall,  Henry,  102  East  57th  St.,  New  York  City. 

899.  Collins,  Burnett  C,  1163  Dean  St.,  Brooklyn,  N.  Y. 

900.  Corwin,  Theodore,  Newark,  N.  J. 

896.  Cox,  Charles  N.,  257  Jefferson  Ave.,  Brooklyn,  N.  Y. 
89V  Crockett,  Eugene  A.,  226  Marlboro,  Boston,  Mass. 

895.  Culbert,  William  Ledlie.  118  Madison  Ave.  New  York  City. 

895.  Curtis,  H.  Holbrook,  118  Madison  Ave.,  New  York  City. 

895.  Dabney,  Samuel  G.,  216  W.  Chestnut,  Louisville,  Ky. 


Fellows.  '"3 

1896.  Daly,  William  H.,  621 1  Howe,  Pittsburg,  Pa. 

-  1895.  Day,  Ewing  W.,  71  Westinghouse  Bldg.,  Pittsburg,  Pa. 
1895.  Dench,  E.  B.,  17  West  46th  St.,  New  York  City. 
1895.  Dessar,  L.  A.,  156  W.  58th  St.,  New  York  City. 
1000.  Donnellan,  Patrick  S.,  1028  Spruce  St.,  Philadelphia,  Pa. 

—  1896.  Douglas,  O.  B.,  Srmeook,  N.  H.  Cy-^^^^_ 

—  1898.  Douthett,  J.  M.,  609  Smith  Blk.,  Pittsburg,  Pa. 
5-  1900.  Dudley,  William  Henry.  3  Centre  Square,  Easton,  Pa. 

—  1900.  Dudley,  William  Frederick,  32  Livingston  St.,  Brooklyn,  N.  Y. 
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